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ASSAYED 
vitamins for the young child 


HOMICEBRIN 


(Homogenized Multiple Vitamins, Lilly) 


provides six essential vitamins, including B:>. 


In 60-cc., 120-cc., and 1-pint bottles 
at retail drug stores everywhere. 
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DESITIN OINTMENT achieved “signifi- 
cant amelioration” or practically 
normal skin in 96%4% of infants 
and children suffering intense 
edema, excoriation, blistering, 
maceration, fissuring, etc. of con- 
tact dermatitis. This and other re- 
cent studies recommend Desitin 
Ointment as “safe, harmless, sooth- 
ing, relatively antibacterial”...... 
protective, drying and healing.“ 


samples and reprint! available from 


DESITIN CHEMICAL COMPANY 


70 Ship Street e Providence 2, R. |. 
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new 3 year study’ shows 


“beneficial effect’ of 


DESITIN 


OINTMENT 


the pioneer external cod liver oil therapy 


in extensive dermatitis, diaper 


rash, severe intertrigo, 
chafing, irritation (due to 
diarrhea, urine, soaked diapers, etc.) 


Desitin Ointment is a 
non-irritant, non-sensitizing 
blend of high grade, crude 
Norwegian cod liver oil (with 
its high potency vitamins A and 
D, to benefit local metabolism,! 
and unsaturated fatty acids in 
proper ratio for maximum 
efficacy), zinc oxide, talcum, 
petrolatum, and lanolin. Does 
not liquefy at body temperature 
and is not decomposed or 
washed away by secretions, 
exudate, urine or excrements. 
Dressings easily applied and 
painlessly removed. Tubes of 
1 oz., 2 0z., 4 0z.; 1 Ib. jars. 


1. oe, 8 , Heimer, C. B., and Grayzel, R. W.: New 
St. J. Ma "53: 2233, 1953. 
y C. B., Gra G., and Kramer, B.: Archives 
of Pediatrics 68: 
3. H. T., Bobroff, A., and Leviticus, 
ind. Med. & Surgergy. 18:512, 1949. 
4, sti Rs New York St. J. M. 50:2282, 1950. 
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LACTOGEN 


An all milk formula in powder form, Lactogen 
supplies adequate amounts of the basic nutrients 
in desirable proportions. It consists of whole milk 
modified by the addition of fat and milk sugar, and 
fortified with iron. It contains no milk substitutes. 


A Lactogen formula provides a readily digested 
mixture with a protein content of 2 per cent. This 
liberal allowance—one-third higher than that of 
human milk—offers good growth assurance. Lac- 
togen’s added iron serves well in preventing the 
“physiologic anemia” of infants. 


Nothing but warm, previously boiled water is 
needed to prepare a Lactogen formula. Either a 
single feeding or the entire day’s requirement may 
be prepared at one time. 


Normal Dilution: One level tablespoonful of 
Lactogen to each 2 fluid ounces of water yields a 
formula containing 20 calories per fluid ounce. 


THE NESTLE COMPANY, INC. 


WHITE PLAINS, NEW YORK 
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NASAL DECONGESTANT 
Uniformly 
INFANTS ¢ CHILDREN 
ADULTS AND AGED 


poes NOT contain ANY ANTIBIOTIC 


a 


4 


Does not affect 
BLOODPRESSURE 
RESPIRATION 
CENTRAL NERVOUS SYSTEM 


ENTIRELY age! in 


CARDIAC—DIABETIC 
PREGNANCY—THYROID 
HYPERTENSION CASES 


Authoritative Proof sent on request. 
COMPLETELY FREE OF SIDE-EFFECTS... 


no cumulative action...no overdosage 
problem...non-toxic. 


Reference to RHINALGAN: 


Safety! ' 1. Van Alyea, O. E., and Donnelly, W. A.: E.E.N.&T. 
fer USE RHINALGAN Monthly, 31, Nov. 1952. 


2. Fox, S. L.: AMA Arch. Otolaryn., 53, 607-609, 
1951. 
NOW Modified Formula assures — 3 xclomut, N., and Harber, A.: N.Y. Phys., 34, 14- 


PLEASANT, PALATABLE TASTE! 18, 1950. 
4. Lett, J. E., (Lt. Col. MC-USAF) Research Report, 
FORMULA: Desoxyephedrine Saccharinate 0.50% Dept. Otolaryn., USAF School Aviat. Med., 1952. 
w/v in an isotonic aq lution with 0.02% 5: Hamilton, W. F., and Turnbull, F. M.: J. Amer. 
L Pharm. Ass'n., 7, 378-382, 1950. 
7. Kugelmass, 1. Newton: Handbook of the Common 


Available on YOUR prescr iption only! Acute Infectious Diseases, 1949. 
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Supplied: 
1.5 Gm. in silicone-treated, 
“drain-free” bottles. 250 mg. 
per teaspoonful (5 cc.). 


Also: 
Tetracyn Tablets (sugar coated) 
250 mg., 100 mg., 50 mg. 


Tetracyn Intravenous 


Vials of 250 mg. and 500 mg. 
Buffered with ascorbic acid 


536 Lake Shore Drive, Chicago 11, Illinois 
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brand of tetracycline 


suspension 


newest dosage form of the newest 
broad-spectrum antibiotic 

for younger patients and all those 
who prefer flavorful medicine 
chocolate flavor—all-time taste favorite 

wide antimicrobial range 

unexcelled tolerance 


high blood levels 


stable and soluble 


febrile n ours 


Antibiotics Annual 


‘-.. in patients with pneumococcal pneumonia, surgical infections, or urinary (1953-1954), New York, 
Medical Encyclopedia, 


tract infections ... oral administration . . . is followed by rapid clinical response. Inc., 1953. p. 70. 
Symptoms, including fever, largely cleared up within 24 to 48 hours.” * 
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TRADEMARK 

A balanced combination of OpH is sterile, 
decongestant, astringent and antiseptic, 


OpH promptly soothes | 
minor ocular irritations. | 


OpH formula: 
Neo-Synephrine® hydrochloride (0.08%) 
zine sulfate (0.06%) 
boric acid (2.2%) 


Supplied in new, handy individual dropper bottles 
(10 cc.) which prevent dropper contamination. 


Specify- OpH-new sanitary ophthalmic prep- 
aration in prescription type package. 


WINTHROP-STEARNS INC. New York 18, N.Y. e Windsor, Ont. 


Neo-Synephrine (brand of phenylephrine) d k reg. U.S. & Canada 
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You see some of them every day... 


all the patients who represent 


=. the 44 uses for short-acting NEMBUTAL 


@ As a sedative or hypnotic in more than 44 clinical 
conditions, short-acting NEMBUTAL has established a 24-year- 
old record for acceptance and effectiveness. Here’s why: 
1. Short-acting NEMBUTAL (Pentobarbital, Abbott) can 
produce any desired degree of cerebral depression—from 
mild sedation to deep hypnosis. 
2. The dosage required is small—only about one-half that 
of many other barbiturates. 
. 3. There’s less drug to be inactivated, shorter duration of 
try the 0.1-Gm. effect, wide margin of safety and little tendency toward 
morning-after hangover. 
lium capsule. 
4. In equal oral doses, no other barbiturate combines 
quicker, briefer, more profound effect. 


Any wonder, then, that the use of short-acting NEMBUTAL 
continues to grow each year. How many of 
short-acting NEMBUTAL’s 44 uses have you tried? AUGGott 
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Chloral hydrate, used in medicine since 1869, is, even today, 
“the standard hypnotic of its class.’”! 
Goodman and Gilman observe that it “is unfortunately 
neglected today,” and that the present widespread use of the barbiturates 
has “*. . . caused the physician to lose sight of the fact that 
chloral hydrate is still one of the cheapest and most effective hypnotics.” 
In FELLO-SED, supplementation with calcium bromide 
and atropine sulfate largely overcomes unwanted side-actions, 
enhances the sedative effect and provides valuable antispasmodic 
activity. It is presented in palatable liquid form. 


1N.N.R., 1947, p. 398. 
2Goodman, L. ¢ Gilman, A., The Pharmacological Basis of Therapeutics. MacMillan, 1944, pp. 177-8. 


Available in 8 fluidounce bottles. 


Adult Dose: As a sedative: 13 to 1 teaspoonful with water, 
every 3 or 4 hours or as directed. As a hypnotic, 1 to 2 
teaspoonfuls or more with water at bedtime, or as directed. 


| 


\FELLO-SED @, 


FORMULA: Each fluidram (4 cc.) contains, in a palatable aromatic 
vehicle: Chloral Hydrate, 0.5 Gm. (71% gr.); Calcium Bromide, 
0.5 Gm. (7% gr.); Atropine Sulfate, (1/480 gr.). 


NEW YORK 14, N. Y. 
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For every patient 
with clearcut menopausal 
symptoms such as hot flushes, 
there’s another patient with symptoms less clearly defined 
| yet just as distressing . . . headaches, 
insomnia, mental and physical fatigue. 
Her symptoms may also be indicative of declining ovarian function, and occur 


several years before, and even long after, menstruation ceases. 
This patient, too, may be expected to benefit from “Premarin” therapy. 


6 9 
PREMARIN: is a complete equine estrogen-complex. 


It not only produces prompt symptomatic relief, but also imparts 

a distinctive ‘‘sense of well-being" 
highly gratifying to the patient. It is tasteless and odorless. 
“Premarin,” estrogenic substances (water-soluble), 


also known as conjugated estrogens 
(equine), is supplied in tablet 
and liquid form. 
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The quiet of a summer day, at the day’s close; 
The stillness of water, the peace, the deep repose. 


lhe arl of sedation 
constructively 


culminates tr 


Solfoton 


For continuous mild sedation 
without depression. 


When tension and anxiety are present, as 
the primary complaint or expressed as 
somatic symptoms, Solfoton permits the 
prescribing of an efficient mild sedative 
without the use of a name suggestive 
therapeutically to the patient. 


Formula: Phenobarbital, 144 gr. with Sulfur 
(Colloidal), 4 gr. 


Dosage: 1 tablet three or four times daily for 
at least two weeks. 


Supplied in bottles of 100 and 500 tablets. 


OYTHRESS 


WM. P. POYTHRESS & CO., INC., RICHMOND 17, VIRGINIA 
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The Hydraulic Lift Does All The Lifting 


Going to bathroom 


The folks at home, and 
nurses, and Interns who 
have the heavy, — some- 
times painful, — always 
risky — burden of lifting 
Invalids need never 
again lift an Invalid. 


LIFTEEZ takes the In- 
valid out of bed to living 
room chair—or bathroom 
—or in and out of auto; 
and no one does any 
lifting. 

Simple to operate. Can 
be taken apart in two 
minutes, and placed in 
the rear deck of car so 
that the Invalid can now 
go to the summer camp. 


CONVENIENT 
TERMS 


RENTAL Being lifted out of bed 


The Invalid now can have 
comfort, safety, dignity, 
and the pleasure of sit- 
ting in a very comfort- 
able living room chair, 
taking part in the warm, 
congenial doings of the 


family circle. 
Truly, a blessing. 


LIFTEEZ easily lifts In- 
valids 12” higher than a 
hospital bed. And can lift ‘ag 
patient from floor if nec- 
essary. Simple to spread 
around a living room 
chair or narrow to 23” 
— which is less than the 
ordinary door. 

We shall aladly demon- | 
strate on anyone weigh- | 
ing up to 400 pounds. No | 
obligation. 
A real service to that seg- | 
ment of our community | 
—i.e. Invalids and those | 
that lift Invalids. 


LIFTEEZ does it easy, 


In and Out of Auto Some bathtubs 


LIFTEEZ PAMPHLETS ON REQUEST 


PHYSICIANS’, INC. cents 


SURGEONS’, 


_ Across trom St. Joseph's Hospital 
624 BROAD STREET PROVIDENCE 
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hard-hitting antibiotic 


(Erythromycin, Lilly ) 


especially for staphylococcus, 


streptococcus, and 
Pneumococcus infections 


DOSAGE FORMS: 


Tablets ‘Ilotycin,’ 100 and 200 mg. Average 
dose: 200 mg. every four to six hours. 


(Erythromycin, Liily) ETHYL CARBONATE 


Pediatric 


100 mg. of ‘Ilotycin’ (as the ethyl carbonate) 
per teaspoonful (5 cc.) 


AVERAGE DOSE: 
Thirty-pound child: One teaspoonful every six 
hours. 

Adults: Two teaspoonfuls every four hours. 


IN 60-CC. BOTTLES 


Ell AND COMPANY, 6, AINTA, UL Ss Ae 
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HIATUS HERNIA* 


LAMAR SOUTTER, M.D. 


The Author. Lamar Soutter, M.D., of Boston, Massa- 
chusetts. Associate Professor of Surgery, Boston Uni- 
versity Medical School; Visiting Surgeon, Massachu- 
setts Memorial Hospitals; Clinical Associate, Massa- 
chusetts General Hospital; Consultant in Thoracic 
Surgery, Providence (Rhode Island) Veterans Hos- 
pital. 


RAGMATIC HERNIAS have been recognized 
clinical entities for many centuries. Little in 
the way of diagnosis or therapy was attempted, 
however, much before the advent of roentgenology. 
The development of this science, which made diag- 
nosis possible, also stimulated physicians to treat 
the disease. Surgical correction was occasionally at- 
tempted before 1900, but not on any considerable 
scale until the 1920’s. The results of the trans- 
abdominal repair of hiatus hernia in general were 
disappointing. The mechanical difficulties of the 
approach militated against adequate surgery and 
led to frequent recurrences.!. The morbidity and 
mortality rates were high by present standards, but 
not as compared with those of other difficult ab- 
dominal operations of the time. About fifteen years 
ago the transthoracic approach became technically 
feasible. Because of the superior exposure of the 
esophageal hiatus which it afforded, the incidence 
of recurrence began to decline. Improvements in 
anesthesia, transfusion and electrolyte therapy and 
the introduction of antibiotics have now reduced 
the operative mortality to less than 1%. 

It has been axiomatic in medicine in the twenti- 
eth century that once the surgical therapy of a 
disease has become both safe and effective the med- 
ical profession has been aroused to intensify its 
investigation of the disease as a whole. This has 
been very true of hiatus hernia. Since 1940, a great 
deal has been written about the anatomy of these 
hernias, the incidence of the various types, their 
complications and what may be achieved by both 
medical and surgical therapy. 


*Presented at the Providence Veterans Hospital, Provi- 
dence, Rhode Island, November 19, 1953. 


It is important for clinicians to have a thorough 
understanding of this disease if they are to treat it 
adequately. A basic knowledge of the mechanisms 
involved both in the origin of these hernias and the 
means whereby they produce symptoms is neces- 
sary before undertaking treatment. 


Anatomy and Incidence 


The anatomy has been so well described by both 
Sweet? and Allison* that it would be redundant to 
describe it again here. The incidence of the dif- 
ferent types varies somewhat in different reported 
series. The commonest is the “short esophageal” 
type better known as the sliding hiatus hernia, 
which comprises over 90% of all hiatus hernias. 
Less common is the paraesophageal or parahiatal 
hernia. Combinations of these two types occur. 
The sliding type is made up of two groups, the 
congenital, found usually in infants, and the ac- 
quired. The exact incidence of the congenital type 
is probably not over 4% ; its occurrence in adults is 
rare. The significance of whether a hernia is con- 
genital or not is very important, because it influ- 
ences directly the susceptibility of the hernia to 
repair. Both kinds of sliding hernia occur because 
the hiatal ring is relaxed, the gastric vessels are 
lengthened, the peritoneum and fascial attachments 
of the stomach are stretched, but most important 
because the esophagus is congenitally short on the 
one hand and gradually contracts on the other. The 
contracted esophagus, if its normal elasticity re- 
mains unimpaired, can be readily stretched again to 
its full length at operation, permitting restoration 
of its normal anatomical relationship beneath the 
diaphragm without tension. The congenitally short 
esophagus on the other hand, or one which has be- 
come contracted because of long standing inflam- 
mation, scarring or tumor will stubbornly resist 
reduction. 

The parahiatal hernia is distinguished from the 
sliding type by the fact that the esophagus remains 
affixed below the diaphragm, but the peritoneal sac 
rises into the chest beside it, usually with some 


fibers of the diaphragm interposed. This hernia 
continued on next page 
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being simple in type is easier to repair unless it is 
very large. 


Mechanisms of Causation 

The mechanisms of acquisition of these hernias 
is of some interest. To begin with there appears to 
be a definite “hiatus hernia type” of patient. He or 
she is usually large chested with a broad costal arch. 
Most of the patients studied at the Massachusetts 
General Hospital were obese in addition, or had 
been prior to the time that their symptoms had 
seriously interfered with their nutrition. Schatzki* 
has observed, in routinely looking for hiatus her- 
nias when doing radiographic studies of the upper 
intestinal tract, that the incidence of these hernias 
is low in children but becomes increasingly fre- 
quent with each succeeding decade. Most of the 
patients with symptomatic hernias are over 50 
years of age. Intraabdominal pressure is main- 
tained at zero in the normal individual by adjust- 
ment of the diaphragm, abdominal musculature and 
pelvic floor to the variations of distension of the 
abdominal viscera. The empty stomach is small 
and flaccid, but is capable of tremendous expansion 
when filled by a voracious eater. If the hiatal ring 
is weak, the distended stomach will tend to be thrust 
upward through it to the extent that its intra- 
abdominal attachments permit. This upward ex- 
tension is guided and assisted by the contractile 
power of the esophagus. This latter organ, when 
transected surgically, has been observed to contract 
upwards to a considerable degree. In the person 
with a weak hiatal ring, the result of repeated gas- 
tric overdistension, upward pull of the esophagus 
and efforts of the body to maintain the normal 
intraabdominal pressure leads gradually to the 
formation of a hiatus hernia. None of the attach- 
ments of the stomach, nor its blood vessels nor the 
parietal peritoneum itself possess sufficient tensile 
strength to continually resist these forces, instead 
they gradually give way, allowing the formation of 
the hernia. 


Mechanisms of Symptomatology 

Pain is the commonest symptom associated with 
hiatus hernia. It is manifested in many forms, 
none of which can be said to be diagnostic. In gen- 
eral there are two classes of pain, that arising from 
the peritoneum and that associated with gastritis or 
esophagitis. The former, occurring usually after a 
_ large meal, may be substernal or epigastric and 
often radiates to the back, the scapulae, the shoul- 
ders or down either arm. It can be very severe. 
This pain cannot be produced by over distension of 
the normal intraabdominal stomach, nor again is it 
found in patients who have had intrathoracic 
esophagogastric anastomoses. Patients with sliding 
hiatus hernias have a protrusion of parietal peri- 
toneum through the hiatus. The logical reason for 
the fact that these patients have pain and those with 
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operative esophagogastromies do not, is the fact 
that the distended stomach in the former group 
causes tension and pressure on the peritoneal sac 
which is absent in the latter group. 

The pain and distress of gastritis are too familiar 
to require comment. Their association with hiatus 
hernia may actually be due to gastritis although 
it is rarely demonstrable roentgenographically. 
Symptoms suggesting its presence or that of peptic 
ulceration are not infrequent, however, and gas- 
tritis has occasionally been observed by the gastro- 
scopist. Whether the irritation of the stomach 
which causes these symptoms arises from the en- 
trapped portion of the stomach or the organ as a 
whole is difficult to say. Certainly once the hernia 
is reduced surgically, they gradually disappear. 

Esophagitis associated with hiatus hernia is now 
being found with increasing frequency. When 
present it can usually be demonstrated both roent- 
genologically and by esophagoscopy. Heartburn, 
its commonest symptom, is an early manifestation 
of esophageal irritation. It is probably caused by 
an upward reflux of gastric content, of which the 
patient is often conscious. As the inflammation 
grows worse the associated pain becomes more 
severe and may be almost constant. Two factors 
are necessary to produce the inflammation. The 
first is frequent regurgitation, the second is the 
irritating nature of the fluid regurgitated. Hiatus 
hernia in some individuals upsets the normal 
mechanisms which maintain gastric continence. 
Whether these mechanisms are dependent upon a 
sphincter action in the cardia itself or in the lower 
esophagus has not been fully established. Cer- 
tainly reduction of the hernia usually restores gas- 
tric continence as we and others have found.® Many 
individuals with hiatus hernia have regurgitation 
and heartburn but do not develop esophagitis, ul- 
ceration or stricture. Successful hiatal hernior- 
rhaphy brings almost complete relief of these symp- 
toms. The distinguishing factor between this group 
and that in which the esophageal response to re- 
gurgitation is severe, lies in the nature of the gastric 
content. High gastric acidity and a tendency to 
peptic ulceration of the duodenum or stomach are 
frequently found among adults in the latter group. 
Therapeutic measures to be effective among such 
individuals must take into account not only the 
hiatus hernia but the ulcer diathesis. 

Pain, typically anginal, is occasionally observed 
among patients with hiatus hernias. The lack of 
true cardiac symptoms, the failure of nitroglycerine 
and similar medications to be effective and the ab- 
sence of electrocardiographic changes consistent 
with angina help to distinguish this pain from that 
of cardiac origin. True anginal pain is associated 
with physical exertion, that of hiatal hernia with 
gastric distension. Esophageal balloon studies have 
been helpful in distinguishing the true source of 
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the pain in some instances.® Why it should simulate 
cardiac pain remains obscure.* 

Vomiting in this disease is of several types. The 
first is that self-induced by the patient to relieve 
the pain and distress which often follows the in- 
gestion of a large meal. The second, and most com- 
mon type, is spontaneous ; it follows eating but not 
necessarily of a large quantity of food. The fre- 
quency and persistence of these symptoms may 
alarm both the patient and physician into the belief 
that actual obstruction is present. Roentgenograms 
will usually demonstrate the absence of obstruction 
but will sometimes reveal a hypermotility of the 
stomach or the presence of gastritis. This type of 
vomiting is generally associated with epigastric dis- 
tress. Actual pain is sometimes lacking. After 
surgical reduction of the hernia, the vomiting some- 
times persists with decreasing occurrence for sev- 
eral months. All of these observations suggest that 
the vomiting arises from irritation of the gastric 
mucosa secondary to partial incarceration. This 
irritation may be a true gastritis which heals slowly 
and hence caused a persistence of symptoms. The 
third type of vomiting is that caused by partial or 
complete gastric obstruction. This kind is found 
most commonly in the paraesophageal type of her- 
nia when a large portion of the distal stomach 
herniates into the mediastinum with a considerable 
degree of volvulus. If the hernial orifice is small, 
constriction can be severe. In either case the stom- 
ach becomes edematous. A sufficient degree of in- 
terference with its circulation has, in rare instances, 
caused gangrene. Roentgenograms will demonstrate 
the presence of obstruction. After surgical restora- 
tion of the stomach to its normal anatomical posi- 
tion, poor emptying may persist for some days as 
the edema subsides. 

Bleeding can be either massive or occult. The 
causative mechanism has never been clearly demon- 
strated. In the absence of other sources of bleed- 
ing, it has seemed logical to implicate that portion 
of the stomach above the hiatal ring as the site 
of hemorrhage. Some evidence favoring this 
theory has been provided by the fact that once the 
hernia has been reduced there has been no more 
bleeding either grossly or microscopically in our 
experience and that of others.‘ Occasional obser- 
vations of the inside of the entrapped portion of 
the stomach both by gastrocopists and by surgeons 
who have opened the stomach in search of an ulcer 
have revealed hyperemic mucosa which bled read- 
ily when touched. These observations suggest that 
a tight hiatal ring has caused venous obstruction 
without interference with arterial flow and the 
bleeding therefore arises from gastric venous hy- 
pertension with mucosal congestion. Measure- 
ments of venous pressure in both the free and the 
incarcerated gastric veins, has not, to my knowl- 
edge, been undertaken. Biopsies of the stomach 
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have usually been avoided because of the added 
risk to the patient. 

Much more study will be necessary before we 
fully understand the mechanisms involved in the 
causation of the symptoms of hiatus hernia. 


Diagnosis and Treatment 

It is not infrequent nowadays for a surgeon to be 
called by an internist or a roentgenologist and told 
that a patient has a hiatus hernia. The implication 
is that a hernia being present it should be repaired. 
This state of mind is the logical sequel to a number 
of reported series of successful surgical repairs 
appearing in the literature. The fact that we can 
cure hiatus hernia by an operation is not in itself an 
indication for surgery. In some 600 cases of hiatus 
hernia at the Massachusetts General Hospital, 
more than half were asymptomatic. They were 
discovered by observant roentgenologists. Of those 
patients with symptoms, two-thirds were well 
maintained on medical regimens and did not require 
surgery. Many of those who came to surgery had 
been successfully controlled medically for over five 
years before their symptoms increased to the point 
that surgery became necessary. Nor is the problem 
of treatment confined to the hiatus hernia. Many 
patients in whom the disease is found will give his- 
tories suggestive of biliary tract disease, peptic 
ulcer or pancreatitis. At least 10% of our patients 
treated surgically had had chronic cholecystitis and 
12% had had duodenal ulcer. Those diseases must 
be excluded before treatment of any sort is initi- 
ated, particularly before surgery is planned. In the 
presence of bleeding a particular search for tumors, 
ulcers and esophageal varices must be undertaken 
before we can consider the hernia as the source of 
hemorrhage. The symptoms of hiatus hernia mimic 
those of other upper abdominal disorders and are 
frequently indistinguishable from them. On two 
occasions we have seen a non-obstructing carci- 
noma of the body of the pancreas cause pain which 
was wrongly attributed to a hiatus hernia. 

The fundamental basis for intelligent treatment 
of this disease rests on a careful evaluation of the 
patient as an individual. No rule of thumb is ap- 
plicable. If pain is the presenting symptom, a 
thorough search for other causes in both the abdo- 
men and thorax should be carried out. If gall blad- 
der disease is found it should usually be treated 
first unless the hernia is causing obstruction, bleed- 
ing or vomiting. It is not only more apt to give rise 
to the symptoms but is more liable to complications. 
Successful attempts to attack both diseases at once 
are on record but in general there is no incision 
through which both diseases can be approached at 
once with uniformly successful results. Ulcers in 
the stomach or duodenum take the precedence over 
hiatus hernia almost universally. So also do ab- 
dominal and thoracic tumors, pulmonary and car- 
diac disease. 
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In treating pain arising from a hiatus hernia the 
two most important considerations are its severity 
and mechanisms which have caused it. Severity has 
not been related to the size of the hernia. Small 
hernias can produce pain uncontrollable medically, 
and very large hernias can be asymptomatic. To 
avoid the sharp pain which appears after meals, the 
clinician should remember that the distended stom- 
ach causes pain by pressure on the parietal perito- 
neum as it pushes upward through the hiatus. 
Small meals, not including gas producing foods and 
an upright position during and for at least an hour 
after eating have been the most helpful measures 
employed to control the pain. Bland foods tend to 
lessen the epigastric distress which occurs after 
eating and which may be attributable to gastritis. 
Antispasmodics, such as belladonna, given a half 
hour before meals, were the most consistently suc- 
cessful medications used in the Massachusetts Gen- 
eral Hospital series, probably because they pro- 
moted rapid emptying of the stomach. Antacids 
employed after meals helped some individuals. A 
few were benefited to a minor degree by the use of 
small doses of phenobarbital. Although it is prob- 
ably a mistake to inform most patients of the pres- 
ence of an asymptomatic hernia, those with symp- 
toms should be thoroughly indoctrinated in the 
mechanical factors involved so that they will par- 
ticipate intelligently in their therapeutic programs. 

Pain has been, in our experience, the most fre- 
quent indication for surgery. Ideally, only those 
patients whose symptoms have been so persistent 
and severe that an adequate and well-maintained 
medical regimen has failed to control them, should 
be considered as candidates for operation. In- 
cisional pain after transthoracic repair is occasion- 
ally worse than that caused by the hernia. It may 
be present for many weeks after surgery. Al- 
though the operative morbidity and mortality are 
low even in bad risk patients, they cannot be com- 
pletely disregarded. Furthermore the recurrence 
rate is still a problem. Sweet has reported a recur- 
rence rate of 3% in 130 patients treated surgically.* 
Few surgeons possess the technical skill, however, 
to reproduce the brilliant results achieved by Sweet. 
Nor is every patient completely relieved of pain by 
the reduction of his hernia. Conversely, most of 
the patients with partial or complete recurrence do 
not regain the full amount of their preoperative 
discomfort, particularly if the hernial sac has been 
' excised. This was true in ten patients whose her- 
nias had recurred after transabdominal repair at 
the Massachusetts General Hospital. With these 
points in mind the clinician should exercise consid- 
erable judgment in his selection of suitable candi- 
dates for surgery. 

The treatment of hiatus hernia complicated by 
esophagitis with or without stricture or peptic ul- 
ceration of the esophagus is a very difficult prob- 
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lem. In infants the disease is usually complicated 
by aspiration pneumonitis. Severe dysphagia may 
interfere with nutrition. 

No single treatment of this syndrome to date has 
had a sufficiently high incidence of success to war- 
rant its exclusive use. In general, surgical excision 
has had a number of failures which have resulted 
from misconceptions as to etiology or too lim- 
ited a gastric resection. Medical therapy, although 
often successful, has unfortunately not been 
abandoned soon enough when its eventual failure 
has become obvious. If we keep in mind the 
two basic mechanisms involved in the causation 
of the esophagitis we can probably achieve better 
results. These are the presence of an ulcer diathesis 
and uncontrolled regurgitation of gastric contents 
into the esophagus. In handling an early case, once 
the diagnosis has been established, the gastric se- 
cretions should be thoroughly analyzed to deter- 
mine acid and pepsin levels. In the presence of 
hyperacidity, hiatus hernia and regurgitation, a 
medical regimen should include both treatment for 
the hyperacidity and of the hiatus hernia as well. 
Strictures, as a rule, can be treated by bouginage. 
If the esophagitis subsides and the symptoms of 
the hernia abate, it is reasonable to continue the 
treatment. Persistence of symptoms or the ap- 
pearance of complications should make the physi- 
cian consider a more radical approach to the dis- 
ease. An esophageal ulcer which fails to heal or 
appears under treatment creates a serious problem. 
The contention that they appear only in islands of 
gastric mucosa is far from proven. Like duodenal 
ulcers they will obstruct, perforate and bleed. Al- 
though the obstruction associated with early esoph- 
agitis is secondary to inflammation and edema, that 
which is associated with long-standing esophagitis 
or ulcer is more apt to be cicatricial and will stub- 
bornly resist both medical therapy and bouginage. 
A deep ulcer crater suggests penetration into the 
muscular wall of the esophagus with the possibility 
of imminent perforation. In our series perforating 
ulcers have been found at the time of resection to 
be walled off by pleura, lung or the aorta. Several 
had perforated completely, one into the aorta, one 
into the mediastinum and one into the chest cavity 
before the patients could be operated upon. Bleed- 
ing from an esophageal ulcer is very serious and 
difficult to control by conservative measures. Even 
after it has ceased, bouginage of an associated 
stricture is extremely hazardous. In general, most 
patients with esophagitis and hiatus hernia reach 
the surgeon after their disease has been of long 
standing and the complications of stricture or ulcer 
or both, are well established. The patient is often 
in too poor condition to withstand extensive sur- 
gery. Yet the surgery, like the medical therapy, 
must comprise an adequate attack upon both the 
ulcer diathesis and the hernia to be successful. If 
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the stricture is cicatricial rather than inflammatory 
or if a deep ulcer is present then resection must be 
included. Delay under such circumstances will not 
only have increased the risk to the patient but will 
have compounded the difficulty of the operation. 
Ideally, once it has become established that medical 
therapy is unavailing, surgery should be resorted to 
without delay. Under those circumstances the op- 
erative treatment must again be aimed at eliminat- 
ing the hernia to stop the regurgitation, and an 
ulcer operation to control the hyperacidity. In a 
child, with a congenitally short esophagus and with- 
out,the element of an ulcer diathesis, simple reduc- 
tion of the hernia by checking the regurgitation has 
controlled the esophagitis. In the cases of early 
stricture it has caused remissions, as Swenson’ has 
shown. The best type of operation for control of 
the hyperacidity associated with esophagitis is open 
to debate. No large experience is available for 
reference. Simple vagectomy has been attempted, 
and so has distal subtotal gastrectomy. Both to- 
gether have occasionally been used. So has vagec- 
tomy with gastro-enterostomy. It is conceivable 
that any good ulcer operation combined with hiatal 
herniorrhaphy should be effective in the absence of 
permanent cicatricial changes in the esophagus. We 
have successfully carried out herniorrhaphy vagec- 
tomy and distal partial gastrectomy through a 
thoraco-abdominal incision with encouraging early 
results. 

In the presence of a cicatricial contracture of the 
esophagus or ulcer, when resection of the esoph- 
agus is imperative, an intrathoracic, esophageal 
anastomosis is required. Although this operation 
involves vagectomy, occurrences of esophagitis and 
stricture have appeared in some instances. If the 
resection of the upper end of the stomach has been 
fairly radical the occurrences may be less, but the 
extensiveness of gastric excision is somewhat lim- 
ited by the fact that the esophageal inflammation 
may extend quite high, necessitating preservation 
of considerable stomach in order to secure an ade- 
quate union at a level where normal esophageal 
wall will heal kindly. Esophago-jejunal anas- 
tomoses, by-passing the stomach are unfortunately 
frequently associated with considerable disturb- 
ances in nutrition. On a theoretical basis the 
esophagogastric resection can be condemned on the 
basis that it increases rather than decreases gastric 
regurgitation and is a less effective ulcer operation 
than distal gastrectomy. Often it is the only thera- 
peutic maneuver possible in advanced disease and 
sometimes works very well. In desperate surgical 
risks, particularly when ulcer and stricture are 
present a simple gastrostomy may be used for ad- 
ministration of an ulcer diet. This has been an 
effective stop-gap procedure jn two of our patients. 

Vomiting is one of the symptoms which com- 
monly brings patients with hiatus hernias to the 
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surgeon. It is difficult to control medically, inter- 
feres greatly with the patient’s nutrition and may, 
if severe, lead to an upset of his blood chemistries. 
As stated previously it seldom disappears immedi- 
ately or entirely after surgery but its eventual con- 
trol is assured by reduction of the hernia. If the 
vomiting is on an obstructive basis, especially if 
volvulus is present with the “upside down stom- 
ach” of the paraesophageal hernia, surgery should 
be carried out as soon as the patient can be properly 
prepared. 

Bleeding is again a common indication for surgi- 
cal repair of hiatus hernia but is relatively uncom- 
mon in the disease as a whole. In its chronic form 
it is usually picked up in the course of studying an 
anaemic patient who may or may not have com- 
plaints referable to the stomach. The absence of a 
primary anaemia, the presence of occult blood in 
the stools or gastric content and the diagnosis of 
hiatus hernia roentgenographically after other 
sources of bleeding have been eliminated indicate 
the source of hemorrhage. Medical therapy for 
this slow chronic blood loss is rarely effective. 

Massive hematemesis or shock accompanied by 
tarry stools is of less common occurrence in this 
disease. Once a hiatus hernia has been found to be 
the source of hemorrhage surgery should be carried 
out without delay. There have been no fatalities 
from herniorrhaphy undertaken for this cause at 
the Massachusetts General Hospital nor any re- 
currence of the hemorrhage postoperatively. There 
have been two patients who died of bleeding un- 
treated, however, in which a simple hiatus hernia 
was the only cause found at autopsy. In a third, 
an associated gastric ulcer may have been the cause. 


Problems of Surgical Technique 

A variety of operations have been devised for 
repairing hiatus hernias. The abdominal approach, 
although employed with considerable success by 
Harrington® is not generally used because of the 
anatomical difficulties involved. Transthoracic re- 
pairs of the common sliding hernia can be divided 
into three groups. First, the technique employed by 
Sweet? which incorporates imbrocation of the her- 
nial sac, with or without resection, followed by an 
anatomical restoration of the hiatal opening with 
heavy silk sutures. The imbrocation not only helps 
reduce the hernia but acts as a restraining collar in 
preventing recurrence. Its success has been well 
recorded.? The second, which has been best de- 
scribed by Allison,’ involves fixation of the stom- 
ach after reduction of the hernia and removal of 
the sac. Some surgeons place stitches between the 
stomach and diaphragm. Others, such as Allison, 
suture the phreno-esophageal ligament to itself be- 
neath the diaphragm to hold the stomach intra- 
abdominally. Closure of the hiatus is then carried 
out, usually behind the esophagus. Dependence 
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upon stitches placed in the gastric wall to maintain 
reduction invites gastric fistula should intragastric 
pressure become great postoperatively. Allison’s 
repair depends upon the presumed strength of a 
ligament which is at best tenuous and has already 
demonstrated its weakness by stretching as the 
hernia enlarged. Both of these methods seem less 
sound surgically than that of Sweet. The third in- 
volves anterior transplantation of the esophagus 
into the dome of the diaphragm. This is the method 
often used to obtain greater esophageal length 
when it is short. It also is sometimes advisable to 
transplant the esophagus anteriorly when one or 
both edges of the hiatal ring have become so frayed 
or unsubstantial that the hope of stitches holding 
them together is too dismal to be entertained. In 
undertaking such a repair the hiatal ring and dia- 
phragm are opened anterolaterally to the left far 
enough to permit a hand to pass into the abdomen. 
After the peritoneal sac has been removed, a nor- 
mal leaf of diaphragm can be swung backwards to 
fill the defect. The sac remnant can be imbrocated 
if necessary. Usually, simple closure of the dia- 
phragm around the esophagus is adequate. Inter- 
rupted 000 silk sutures placed longitudinally be- 
tween the esophageal muscularis and the dia- 
phragm close off any possible space through which 
omentum or bowel can herniate. They should not 
be depended upon, however, to hold the esophagus 
in place, as they will probably tear out if subjected 
to strain. On several occasions, to obtain greater 
height of the diaphragm, we have made a three- 
inch transverse incision in the anterolateral muscu- 
lature and closed it longitudinally. It has added 
about an inch to the height of the dome of the dia- 
phragm at the point where the esophagus would 
reach it most easily. 

There are two questions frequently asked by 
surgeons in regard to these operations: first, is it 
ever necessary to open the diaphragm when repair- 
ing the sliding hernias and second, when should one 
crush the phrenic nerve? In any situation in which 
it is advisable to explore the upper abdomen, as for 
example when a reasonable doubt exists as to the 
presence of cholecystitis, chronic pancreatitis or 
ulcer, a limited exploration can be conducted 
through the dome of the diaphragm. An incision 
of this sort is most useful, however, in identifying 
the margins of the peritoneal sac in an obese pa- 
tient or for the correct placement of sutures in the 

‘hiatal ring. In this regard the approach is similar 
to the combined abdominal and inguinal operation 
used in effecting the repair of a sliding hernia of 
the inguinal canal. Quite often sutures which seem 
well placed from above are found to be too far 
apart or in too flimsy tissue when examined from 
below. 

Phrenic crush in the neck is one of the oldest 
surgical procedures used to relieve the symptoms of 
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hiatus hernia. It is most effective in treating her- 
nias which are readily reducible roentgenograph- 
ically when the patient changes from the Trende- 
lenberg to the upright position. Those patients at 
the Massachusetts General Hospital who had in- 
carcerated hernias which were so treated failed to 
benefit by the procedure. Other surgeons, how- 
ever, have noticed considerable symptomatic relief 
from treating incarcerated hernias in this manner.® 
In general this procedure is less effective than 
transthoracic repair and is generally reserved for 
patients who are thought to be bad surgical risks. 
In such a patient, the effectiveness of the procedure 
and his tolerance to paradoxical motion of the dia- 
phragm can be estimated preoperatively by injec- 
tion of the phrenic nerve in the neck with procaine. 
During the period of nerve paralysis, he can be 
studied fluoroscopically to be sure that paradoxical 
motion is present. If he is then fed a large meal 
and suffers little respiratory distress but consider- 
able symptomatic relief the surgeon can proceed to 
crush or even cut the nerve with both safety and 
optimism. 

During a transthoracic repair if the phrenic 
nerve is crushed, operating on the flaccid, elevated 
diaphragm is easier. Repair is more apt to hold 
postoperatively because of the absence of strong 
muscular contractions. The elevation of the dia- 
phragm will reduce tension on the esophagus as 
well. This is particularly true when anterior trans- 
plantation of the esophagus is necessary. On the 
other side of the picture, the paradoxical motion of 
the diaphragm postoperatively results in dimin- 
ished respiratory reserve and loss of tussic effort 
which may lead to complications in the elderly pa- 
tient or one with a poor pulmonary reserve. These 
indications and contraindications must be carefully 
weighed when considering the needs of an individ- 
ual patient. 

The repair of the parahiatal or paraesophagus 
hernia usually presents no especial problem. If the 
hernia is large, the patient obese and the stomach 
has long been nonresident in the abdominal cavity, 
some difficulty may be encountered in replacing it 
where it belongs. A counter incision in the dia- 
phragm and crushing the phrenic nerve will assist 
in both reduction and repair. Intestinal intubation 
prior to operation may be helpful. As a last resort 
the omentum can be resected to provide room intra- 
abdominally for the stomach. 

As has been stated before, most of the patients 
with hiatus hernias are obese or were so before the 


onset of severe symptoms. Postoperatively, if they’ 


are asymptomatic there is a great tendency to 
weight gain as this abnormal curb to appetite has 
ceased to be effective. Weight gain, particularly 
combated in the female by a girdle or corset inter- 
feres seriously with the most important mechanism 


used to maintain intraabdominal pressure at zero, 
concluded on page 203 
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AIR POLLUTION PROBLEMS 


EDWARD S. CAMERON, M.D. 


The Author. Edward S. Cameron, M.D., of Provi- 
dence, Rhode Island. Former Chairman of Air Pollu- 
tion Control Committees of both the Providence Med- 
ical Association and the Rhode Island Medical Society. 


T IS VITALLY important that all citizens become 

“clean air minded” in order to clear the air which 
we all must breathe in order to live. 

In addition to the health menace from a polluted 
atmosphere, there is a tremendous economic loss. 
The damage to merchandise in the stores, to build- 
ings, home and furnishings ; and increased lighting 
bills due to loss of daylight from a smoky atmos- 
phere, all these add up to a really great figure. Sur- 
veys in New York, Salt Lake City, Boston and 
Baltimore (U.S. Public Health Service) estimate 
the economic loss at from $10 to $30 per person 
annually. In 1947 Chicago’s “Smoke Bill” was 
figured at $35 million a year and smoke tickets were 
given to violators, similar to the system in use for 
traffic violators here. 

It should not be assuined that industry is to blame 
for all of air pollution. Citizens who allow the 
burning of refuse, leaves and garbage in their back 
yards, and the use of faulty incinerators for pri- 
vate and public buildings, including schools, hos- 
pitals and apartment houses, all form a list of activ- 
ities which may account for up to 50% of air con- 
tamination. 

We have a good law for clearing our Providence 
air and an energetic engineer who has done much 
good work. However, violations of the laws persist 
and new problems are continually arising which 
call for persistent vigilance from this important city 
department. 

Adjoining cities and towns contribute to the air 
pollution problem in Providence depending on pre- 
vailing winds. The citizens of Woonsocket, Paw- 
tucket, East Providence and Newport may benefit 
their families and themselves by taking steps to 
clear the air over their respective communities. 
Smaller industrial towns, West Warwick for ex- 
ample; need regulation of their bleacheries, soap 
works and other industries. Westerly also has some 
real incinerator problems we understand. 

It is thought by some individuals, that Rhode 
Island, because of its small size and crowded pop- 


ulation, should better have the air pollution prob- 
lem controlled for the benefit of all its citizens, by 
a State Division. However, pending the setting up 
of a State Central Division, any city or town in the 
state which is interested in improving its own local 
air condition, may take advantage of this state’s 
Enabling Act. This law came out of a committee 
made up of members from the Providence Chamber 
of Commerce and the Providence Medical Associa- 
tion and was passed by the General Assembly in 
1946. This Enabling Act allows any city or town 
in the state to set up its own Air Pollution Control 
law. 

If statewide control isn’t accomplished, there 
should at least be regional control. 

On February 19 an abandoned ship, with a cargo 
of dirty oil, was burned for scrap salvage on the 
East Providence side of the Seekonk River. The 
heavy, black smoke was visible for miles and it con- 
tinued for hours. The burning took place within a 
half mile of Butler Hospital and only a prevailing 
west wind saved the hospital patients and staff and 
the entire Providence East Side from severe pun- 
ishment; let alone a serious health menace. A\l- 
though the citizens of Providence support the city’s 
air pollution control program, its department was 
powerless to correct this alarming condition which 
never would have been tolerated in Providence. 

We are told that there are plans to burn another 
vessel soon in the same area. In that event a shift 
of wind to the east will direct the terrible smoke 
over to the nearby hospital which was so lucky dur- 
ing the first ship burning. 

Air pollution recognizes no political boundaries 
and changing winds can send aerial filth into inno- 
cent communities which are sincerely trying to 
clean up their air. 

This ‘“‘near miss” from the ship burning episode is 
a clear illustration of the need for air pollution con- 
trol over a wide area. At present there are chron- 
ically smoking chimneys located a few yards away 
from and, in some cases, right on, the Providence 
city line. A few years ago a stack in a neighboring 
city smoked with such density that several Provi- 
dence property owners collected cash settlements 
from the plant owner because of soot damage to 
the paint on their houses. 


concluded on page 203 
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AN UNUSUAL ENTEROLITH* 


A Case Report 


FRANCIS J. KING, M.D., F.A.C.S. and EDWARD B. MEDOFF, M.D. 


The Authors. Francis J. King, M.D., F.A.C.S., Chief 
of Surgery, and Edward B. Medoff, M.D., Physician, 
Department of Medicine, Woonsocket Hospital, 
Woonsocket, R. I. 


iS henes fifty-year old married white female was ad- 
mitted to the hospital on January 9, 1954. Occu- 
pation—sewer. She had consulted her family phy- 
sician two days previously for a soreness in the left 
side of the abdomen which had been bothering her 
for about one month. She first noticed it at night 
when she tried to sleep on her stomach. The sore- 
ness had become a little more acute ; but the patient 
still continued to work. A slightly tender mass was 
found in the left abdomen below the umbilicus and 
up out of the pelvis. 


PAST HISTORY. Always well and healthy. 
No operations. 


PRESENT ILLNESS —consists simply of 
this soreness in the left abdomen referred to the 
epigastrium. The soreness is not steady. It comes 
and goes. No G.I. symptoms except burping at all 
times. No food intolerance. Normal stools without 
blood or tarry substance. No G.U. symptoms. 
Periods every 28-30 days for 1- or 2 without pain. 
Her normal has been three days. There is no bear- 
ing down feeling in the pelvis. No backache, no 
loss of weight. Her last menstrual period was 
12/28/53 on time for two days. She was admitted 
to the hospital with a working diagnosis of ? of 
twisted ovarian cyst. 


PHYSICAL EXAMINATION. Temperature 
98.4. Pulse 80. Respirations 20. Weight 108—her 
normal. Blood pressure 128/80. Nutrition—a fairly 
well-developed middle aged female. Head, eyes, 
conjunctivae clear. Pupils react to light and accom- 


‘ modation. Mouth—teeth false. Tongue clean. Ton- 


sils are atrophied. Neck—no thyroid enlargement. 
No adenopathy. Chest—heart sounds clear and dis- 
tinct. No murmurs. Lungs clear and resonant 
throughout. Abdomen—9 :30 p.m.—1/8/54—tend- 
erness and rigidity to the left and below the navel, 
higher up than the true pelvis, By vaginal examina- 
*Presented at a Surgical Conference at Woonsocket Hos- 
pital, January 30, 1954. 


tion nothing definitely palpable because of tender- 
ness. Cervix normal. Rectal examination same. 
1/9/54—less tenderness, less spasm but still has a 
suggestion of a mass in the left side of the abdomen 
above the pelvis. 1/10/54—the uterus is palpable 
but not satisfactorily. The fundus cannot be out- 
lined. There is a vague sensation of a mass above the 
pelvis, not as tender as two days ago. The right 
adnexa cannot be palpated but there is no tender- 
ness. Cervix clean. No cystocele or rectocele. Rectal 
examination reveals the same findings. 

Urine examination was negative except for rare 
white cell in the urine. Her blood count was normal. 
The blood chemistry was normal. On 1/11/54, the 
patient had a flat plate of the abdomen and a barium 
enema which were negative, Patient was operated 
on 1/13/54. 

Pelvic examination under anesthesia showed a 
small uterus freely movable with normal adnexae. 
A hard mass could be felt above the left pelvis. 


The gall bladder was soft, easily compressible 
and contained no stones. A diverticulum of the 
jejunum was found about 30 cm. from the Liga- 
ment of Treitz, containing a large enterolith 4.6 x 
3.5 x 2.6 standing on end just below and to the left 
of the umbilicus. One end of the enterolith was 
pointing upwards towards the umbilicus and the 
other downwards into the mesentery. There were 
several loops of ileum adhered to the diverticulum. 
The mass was first thought to be carcinoma but as 
the loops of ileum were dissected away, a greenish 
concretion could be seen through the wall of a 
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diverticulum. The diverticulum was opened and the 
enterolith removed. The opening from the divertic- 
ulum into the jejunum admitted the index finger 
which could be inserted up and down the jejunum. 
The diverticulum was dissected free and found to 
be too large to be removed and inverted. The portion 
of the jejunum containing the diverticulum was 
resected with an end-to-end anastomosis. The pa- 
tient made an uncomplicated recovery and was dis- 
charged on the 11th day. The concretion was exam- 
ined in the laboratory and found to be an enterolith, 


AIR POLLUTION PROBLEMS 
concluded from page 201 

Anyone leaving Providence, in any direction, 
immediately will notice long plumes of black smoke 
billowing forth from stacks in the neighboring com- 
munity. How much of this filth drifts into Provi- 
dence is difficult to determine. However, any 
amount of it is too much. 

It is most gratifying to learn that the City of 
Cranston is becoming “clean air minded” and may 
soon avail itself of the benefit of the Enabling Act 
by adopting an ordinance of its own. 

However, Providence’s neighbors are long over- 
due in cleaning their atmospheres. Pawtucket, Cen- 
tral Falls, North Providence, Johnston and East 
Providence should plan to enact air pollution abate- 
ment laws immediately. 

Consideration should be given to placing the 
seven municipalities of Metropolitan Providence 
under one control administration similar to the Los 
Angeles system, which has one administrative con- 
trol for an area embracing 45 cities and towns. 

Whether statewide or regional control is adopted 
it will help the citizens of the affected areas ; par- 
ticularly Providence, whose people, after cleaning 
their own air, don’t deserve to be plagued by their 
neighbors’. 


MEETING ON EPILEPSY 


A public meeting on the subject of epilepsy, 
sponsored by the sub-committee on epilepsy of the 
Community Workshops of Rhode Island, will be 
held on Wednesday, April 28, at the Providence 
Journal Company auditorium, at 8:15 p.m. | 

Endorsed by the Providence Medical Associa- 
tion and the mental health committee of the state 
medical society, the meeting is planned to bring 
together for review, presentation and study, all 
aspects of the problem of epilepsy. Presentations 
of the problem will be made by a panel of speakers 
podbot by Dr. Douglas Davidson of the Children’s 
Hospital in Boston. 

The meeting seeks to point out that there is a 
definite mental hygiene aspect for the patients in a 
public discussion of the disease to show clearly 
that it is not a condition which has to be hidden 
or of which one has to be ashamed. Equally, the 
public meeting will serve as a means to marshal 
the community resources to ‘help the epileptic in 
Rhode Island. 


203 


HIATUS HERNIA 

concluded from page 200 
namely the flexibility of the abdominal wall. The 
two other secondary mechanisms, namely the mo- 
bility of the diaphragm and the relaxation of the 
pelvic floor must therefore take up the brunt of the 
strain. During the healing process and perhaps, 
even later, some dietary restraint is probably wise 
as well as avoidance of too rigid abdominal incar- 
ceration in an effort to achieve cosmetic perfection. 
In reply to a follow-up letter, one of our patients 
wrote four years postoperatively that she had not 
only been relieved of her symptoms but had gained 
100 pounds of weight. She added that she now had 
complete uterine prolapse and wondered if it were 
a result of the diaphragmatic repair. 


CONCLUSION 


The picture of hiatus hernia as a whole has been 
presented in this paper. The mechanisms involved 
in both the causation of these hernias and their 
symptoms have been related in an effort to provide 
a rational basis for treatment. Hiatus hernia is 
largely an acquired disease of advancing age. When 
symptomatic it can usually be readily controlled by 
a careful medical regimen. Only the complications 
of hiatus hernia require surgical treatment. Vari- 
ous surgical procedures and their indications have 
been discussed from the viewpoint of their individ- 
ual usefulness rather than the advocacy of a single 
procedure as being universally effective. 
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PROGRAM .. . 143d ANNUAL MEETING 
RHODE ISLAND MEDICAL SOCIETY 


May 5-6, 1954 At the Rhode Island Medical Society Library, Providence 


1:00-1:45 p.m. 


1:45 p.m. 


2:00 p.m. 


2:30 P.M. 


3:00 P.M. 


3 :30-4 :00 p.m. 


4:00 p.m. 


WEDNESDAY, MAY 5 
REGISTRATION AND TOUR OF TECHNICAL EXHIBITS 


CALL TO ORDER 
GREETINGS FROM THE PRESIDENT, Eart F. KELty, M.. 


“CORTISONE AND ACTH IN THE TREATMENT OF 
ALLERGIC DISEASE” 


WALTER S. BurRRAGE, M.D., of Boston, Massachusetts 


(Associate Physician, Massachusetts General Hospitals; Instructor in Medicine, 
Harvard University.) 


“PROGRESS OF OBSTETRICS DURING THE PAST FIFTY YEARS” 
Harotp H. RoseENnFIELD, M.D., of Boston, Massachusetts 


(Chief of Obstetrics and Gynecology, Beth Israel Hospital, Boston, Massachu- 
setts; Assistant Clinical Professor of Obstetrics, Harvard Medical School; 
Lecturer in Gynecology, Tufts Medical School.) 


“FOLLOW-UP STUDY OF THE USE OF REFRIGERATED 
HOMOGENOUS BONE IN ORTHOPAEDIC SURGERY” 


Puivip D. M.p., of New York, New York 


(Surgeon-in-Chief, Hospital for Special Surgery; Director, Orthopaedic Divi- 
sion, New York Hospital ; Clinical Professor of Surgery (Orthopaedics), Cornell 
Medical College ; Civilian Consultant to Surgeon General, 1943-46; Chevalier of 
Legion of Honor (France) ; Honorary Commander, Order of British Empire; 
Honorary Fellow, Royal Academy of Medicine, England.) 


INTERMISSION TO VISIT TECHNICAL EXHIBITS 


THE CALEB FISKE PRIZE DISSERTATION 
“RECENT ADVANCES IN CARDIAC SURGERY” 
Ricuarp S. HAHN, M.p., of Ann Arbor, Michigan 


(Section of Thoracic Surgery, Department of Surgery, University Hospital, Ann 


Arbor, Michigan.) 
4 continued on page 206 
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Cross section of active duodenal ulcer. 


Dramatic Remission of Ulcer Pain 


Pain of ulcer is associated with 


hypermotility; the pain is relieved when abnormal 


motility is controlled by Pro-Banthine.© 


I, studying! the mechanism of ulcer pain, it is 
obvious that there are at least two factors which 
must be considered: namely, hydrochloric acid 
and motility. 

“*,.. Our Studies indicate that ulcer pain in the 
uncomplicated case is invariably associated with 
abnormal motility. ... 

‘Prompt relief of ulcer pain by ganglionic 
blocking agents . .. coincided exactly with cessa- 
tion of abnormal motility and relaxation of the 
stomach.” 

Pro-Banthine (8-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of pro- 
pantheline bromide) is a new, improved, well 
tolerated anticholinergic agent which consistently 
reduces hypermotility of the stomach and intes- 
tinal tract. In peptic ulcer therapy? Pro-Banthine 
has brought about dramatic remissions, based on 
roentgenologic evidence. Concurrently there is a 
reduction of pain or, in many instances, the pain 


and discomfort disappear early in the program 
of therapy. 

One of the typical cases cited by the authors? 
is that of a male patient who refused surgery 
despite the presence of a huge crater in the duo- 
denal bulb. 

“This ulcer crater was unusually large, yet on 
30 mg. doses of Pro-Banthine [q.i.d.] his symp- 
toms were relieved in 48 hours and a most dra- 
matic diminution in the size of the crater was 
evident within 12 days.” 

Pro-Banthine is proving equally effective in the 
relief of hypermotility of the large and small 
bowel, certain forms of pylorospasm, pancreatitis 
and ureteral and bladder spasm. G. D. Searle & 
Co., Research in the Service of Medicine. 


1. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and Texter, 
E. C., Jr.: Mechanism of Pain in Peptic Ulcer, Gastroenterology 
23 :252 (Feb.) 1953. 

2. Schwartz, Il. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
A Clinical Evaluation of a New Anticholinergic Drug, Pro- 
Banthine, Gastroenterology 25 :416 (Nov.) 1953. 
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4:30 P.M. 


5:00 p.m. 


5 :30-6 :30 P.M. 


7 :30-8 :30 P.M. 


8:30 P.M. 


9:00 p.m. 


10:00 p.m. 


2:00 p.m. 


2:15 p.m. 
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PROGRAM — 143d ANNUAL MEETING 
continued from page 204 


PRESIDENTIAL ADDRESS 
Eart F. KeEtty, M.p., of Pawtucket, Rhode Island 
(President, Rhode Island Medical Society.) 


GENERAL SESSION OF THE SOCIETY 
INSTALLATION OF OFFICERS FOR 1954-55 


TOUR OF TECHNICAL EXHIBITS 


EVENING SESSION 
REGISTRATION AND TOUR OF TECHNICAL EXHIBITS 


“PRECANCEROUS LESIONS OF THE GASTROINTESTINAL TRACT” 
I. S. Ravpry, M.p., of Philadelphia, Pennsylvania 


(John Rhea Barton Professor of Surgery, Medical School, University of Penn- 
sylvania; Director, Harrison Department of Surgical Research, Medical Schools, 
University of Pennsylvania; Surgeon-in-Chief, Hospital of the University of 
Pennsylvania. ) 


CHARLES V. CHAPIN ORATION—‘CHARLES VALUE CHAPIN— 
THE MAN AND HIS WORK” 
Joun E. Don ey, M.p., of Providence, Rhode Island 


(Medical Director, Rhode Island State Curative Centre ; Former Director, Rhode 
Island Department of Social Welfare; Past President, Rhode Island Medical 


Society.) 


RECESS AND TOUR OF EXHIBITS 


THURSDAY, MAY 6 


CALL TO ORDER, President, Eart F. Ketty, M.p. 
RECOGNITION OF DELEGATES FROM OTHER SOCIETIES 


“CURRENT MEDICAL THERAPY OF HYPERTENSION” 
Rogert W. WILKINS, M.D., of Boston, Massachusetts 


(Member, Evans Memorial, Massachusetts Memorial Hospitals ; Visiting Physi- 
cian, Massachusetts Memorial Hospitals ; Chief, Hypertension Clinic, Massachu- 
setts Memorial Hospitals; Associate Professor of Medicine, Boston University 


School of Medicine.) 
concluded on page 208 
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PARK VIEW 
NURSING HOME 


(Formerly the Old Miriam Hospital) 


COMPLETELY MODERNIZED AND EQUIPPED FOR 
THE CARE OF THE AGED, CHRONICALLY ILL, 
CONVALESCENT, AND POST-OPERATIVE PATIENTS. 


A solid brick, fire-safe building centrally located. 


24-hour registered Nursing Service. 
Inspection by the Profession invited. 


31 Parade Street ELmhurst 1-2600 
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3:15-3:45 p.m. 
3:45 p.m. 
4:15 p.m. 


6 :00-7 :00 p.m. 


7:00 p.m. 


9:00 p.m. 
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concluded from page 206 
“SIMPLIFIED RULES FOR THE DIAGNOSIS OF CONGENITAL 
MALFORMATIONS OF THE HEART AMENABLE TO SURGERY” 


BENJAMIN M. Gasvwt, M.D., of Chicago, Illinois 


(Attending Pediatrician and Director of Pediatric Cardiology at Cook County 
Children’s Hospital and the Research Hospital, University of Illinois School of 
Medicine; Associate Clinical Professor of Pediatrics, University of Illinois 
School of Medicine.) 


INTERMISSION TO VISIT TECHNICAL EXHIBITS 


“MEDICAL TREATMENT OF PULMONARY TUBERCULOSIS” 
Kirsy S. Howtert, jr., M.D., of Shelton, Connecticut 


(Assistant Superintendent, Laurel Heights Sanatorium, Shelton, Connecticut ; 
Associate Clinical Professor of Medicine, Yale University School of Medicine, 
New Haven, Connecticut.) 


“PRESENT TRENDS IN THE SURGERY OF 
PULMONARY TUBERCULOSIS” 
GustaF E. LinpskoG, M.p., of New Haven, Connecticut 


(William H. Carmalt Professor of Surgery, Yale University School of Medicine ; 
Member, American Board of Surgery; Co-author, THoracic SURGERY AND 
RELATED PATHOLOGY.) 


RECEPTION ... At the Narragansett Hotel 


(For members of the Society and their guests.) 


DINNER ... At the Narragansett Hotel 


(For members of the Society and their guests.) 


Anniversary Chairman: Epwarp L. MCLAUGHLIN, M.D. 


(Director, Rhode Island State Department of Health.) 


Greetings 
Honoras_eE Dennis J. Roperts 


Governor of the State of Rhode Island 


Address: “THE ADMINISTRATION’S HEALTH PROGRAM AND THE A.M.A.” 


FRANK E. Wison, M.p., of Washington, D. C. 


(Director, Washington Office, American Medical Association. ) 
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FOR A HEALTHIER RHODE ISLAND 


aes THE YEARS we have witnessed the creation 
of many state commissions, some by direct 
selection of the General Assembly, others by 
authority of the governor. Too often have we seen 
commissions take extensions of time to prepare and 
submit their reports ; too often have we seen worth- 
while reports neatly bound into records that accu- 
mulate dust while the recommendations in the re- 
ports are forgotten, 

We take pride, therefore, in saluting the Special 
Commission on Local Public Health Services whose 
report is published in this issue of the JOURNAL. 
(See page 212.) Appointed by Governor Roberts 
last fall, this special commission which included six 
physicians with Dr. Henri Gauthier, president-elect 
of the R. I. Medical Society as chairman, completed 
its study and filed its report within two months 
after the current session of the General Assembly 
had started. 

Coupled with the report made public last month 
was the introduction into the Assembly of legisla- 
tion that will set up the necessary framework to 
carry out the program to provide the much-needed 
improvement and expansion of public health activ- 


ities that the Commission has outlined. 

Briefly, the Commission recommends that the 
thirty-two towns of Rhode Island join together to 
form three separate health districts. Such union of 
towns for a common purpose is permitted by stat- 
utes enacted in 1928. The present district units of 
the state health department would serve as the basis 
for the expansion to the recommended size set forth 
by the Commission. The state health department, 
under this proposal, would withdraw from its cur- 
rent role of providing local health services, and each 
district would carry forward its own program, sup- 
ported by local town appropriations and state funds 
on a matching formula basis. 

The legislation to carry out the Commission’s 
proposal naturally has as its major item the method 
of paying the cost for these expanded health serv- 
ices. The plan before the Assembly provides that 
the various towns assign their share of the state 
tax on manufactured beverages, and any balance 
necessary to pay for the program would be supplied 
60% by the towns on a per capita basis, and 40% 
by the state. However, the total cost for the serv- 


ices would not exceed $1.50 per capita, the minimum 
continued on next page 
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annual expenditure recommended by the American 
Public Health Association based on country-wide 
surveys. 

The public today is far more conscious of better 
health care than ever in the history of the country. 
Popular magazines, press and radio services alike, 
and lecturers have brought health facts into every 
home. Whether this information has educated the 
people generally to demand that their respective 
town and city governments improve the basic public 
health services is a matter of conjecture. Certainly 
the present proposal will be a test here in Rhode 
Island, but it will not be a fair test unless all media 
of public information, and all civic and community 
agencies are alerted to the significance of the report 
of the special commission, and will take positive 
action to demand that their town governments meet 
the issue and vote the appropriations. 

We urge the physicians of Rhode Island to read 
the report, to discuss it with their patients and 
friends, and to take leadership in their communities 
to secure the understanding and cooperation of 
local leaders in order that no one in Rhode Island 
may be denied better health services. 


PRE-MEDICAL SCHOLARSHIP 


Although Rhode Island is without a medical 
school it is nonetheless distinguished by its colleges 
and universities offering excellent training for the 
student aspiring to enter the field of medicine or 
dentistry. Evidence of this fine training was ex- 
emplified on March 20, at Providence College when 
the Alpha Chapter of Alpha Epsilon Delta, a na- 
tional honor society for premedical students, was 
established. On this occasion twenty-four senior 
and junior premedical students of Providence Col- 
lege, two of whom will graduate summa cum laude, 
were inducted into the national organization at im- 
pressive exercises attended by the Governor of the 
State, Dr. Earl F. Kelly, president of the R. I. 
Medical Society, and. Dr. Maurice L. Biderman, 
president of the State Dental Society. 

The object of Alpha Epsilon Delta is to encour- 
age excellence in premedical scholarship, to stim- 
ulate an appreciation of the importance of pre- 
medical education in the study of medicine, to 
promote cooperation and contacts between med- 
ical and premedical students and educators in 
developing an adequate program of premedical 
education, and to bind together similarly interested 
students. The Society was founded at the Univer- 
sity of Alabama in 1926, and since that time has 
established 63 active chapters at schools throughout 
the nation, with the Providence College group be- 
coming the 64th to add to a membership of more 
than twelve thousand honor students and medical 
school alumni. 
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One-fifth of the practicing physicians in Rhode 
Island received their pre-professional training at 
Providence College, and for them and all our mem- 
bership we congratulate the administration, faculty, 
and student initiates of Alpha Epsilon Delta on 
their recent educational citation. 


ALLIED BRANCHES OF MEDICINE 


“Maybe the keys to many of the unsolved 
problems of aetiology will be found in that vast 
and almost unexplored No-Man’s Land which 
lies between human and veterinary medicine.” 


This quotation from one of the delightful ar- 
ticles which so distinguishes the Lancet of Lon- 
don, England, we feel a suitable heading to the 
little piece of news which we are bringing to you. 

Drs. Ralph and Morris L. Povar have just con- 
tributed to our Library $50.00 for new veterinary 
textbooks and a number of older textbooks and 
back volumes of periodicals. 

This interesting association between the veteri- 
narians and the Medical Society is highly proper. 
Undoubtedly, men have tried to connect the two 
branches of medicine from time immemorial. 

John Hunter in the eighteenth century whom we 
honor as one of the great men of human surgery 
emphasized this throughout his life work. Readers 
of his life know that in order to obtain animals, 
dead or alive, for his study, he spent most of the 
money which he obtained from his lucrative sur- 
gical practice. We quote, from memory, his well- 
known remark: “I suppose I’ve got to go out and 
earn that damned guinea or I will need it later.” 

Not many months ago the LANcet had an article 
by a veterinary surgeon which certainly was illu- 
minating to us medical men. A few years ago some 
of us attending a fracture meeting in Boston voted 
the best talk and demonstration to be that of a vet- 
erinary surgeon who had developed a new splint 
and showed us how effectively it worked on a 
large dog. 

Modern investigative medicine brings the two 
branches close together. 

We hope to see more veterinarians in our Li- 
brary and we hope more of our members will be 
looking into veterinary textbooks. 


HE DOES IT AGAIN! 
H. G. Partridge, M.D., presents to the Rhode Island - 
Medical Society Library 
A TREATISE OF MIDWIFERY 
Fielding Ould 


Extremely rare. Not found in any book store in 
London in 1930, 33, 35, 37. 
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1954 
DOCTOR BATES HONORED 


The selection by the New England Pediatric 
Society of Doctor Reuben C. Bates of Providence 
as its new President is another recognition of the 
outstanding medical leadership that Rhode Island 
continues to contribute to regional and national 
organizations. 

Doctor Bates has long been recognized locally as 
an outstanding pediatrician, and his activities in 
community programs is well known. He has been 
secretary of the Medical Milk Commission of the 
Providence Medical Association for many years, 
and with the establishment of the R. I. Quality 
Milk Association he was elected to its board of 
directors. 

In honoring Doctor Bates the pediatricians of 
New England have also honored the Rhode Island 
Medical Society. 


APRIL, 


THE AIR WE BREATHE 


A few weeks ago two of your humble servants in 
the business office at the Medical Library, looking 
out the east window, suddenly saw a cloud remind- 
ing them of the mushroom of the atomic bomb, ex- 
cept that it was far blacker. We expected to hear 
the noise of fire teams and were prepared for news 
of quite a catastrophe in the east. This cloud per- 
sisted for a long, long while. 

We learned a day or so later that somebody with 
no civic spirit had burned up some craft with much 
sludge oil in it, and that this had taken place on the 
East Providence side of the Seekonk, where the air 
pollution authority does not extend. 

We think that anybody who saw that vast quan- 
tity of greasy soot being spread about would be 
strongly in sympathy with the air pollution cam- 
paign. Therefore, we are pleased to call your at- 
tention to the article in this number of our JouRNAL 
by Dr. Edward S. Cameron, who, from the begin- 
ning of the campaign by the Providence Medical 
Association, has been exceedingly active, having 
been for several years Chairman of the Air Pollu- 
tion Committee. He and Mr. Daly, the Air Pol- 
lution Engineer, feel strongly that authority should 
spread farther in the state than merely over the 
City of Providence. 

The East Providence incident has pointed this up 
in a striking manner. 

P.S. It’s happened again. The soot even came 
in the windows of a residence close to Butler Hos- 
pital. Crowds gathered on the riverbank nearby to 
watch the dirty spectacle. 


SAVE THE DATES— 
May 5 and 6 
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LOCAL PUBLIC HEALTH SERVICES 
IN 
RHODE ISLAND 


Report of the Special Commission to study 
Local Public Health Services 


HIS SPECIAL COMMISSION was created “to study 

methods of improving, strengthening, expand- 
ing and financing the local public health services, 
with the view of establishing district health depart- 
ments in the various areas of the state.” 

When the Commission studied the local public 
health services that are presently being provided, 
it found conditions to be quite similar to the situa- 
tion in some other sections of the country. The 
knowledge and the skills available to protect the 
community from disease are being denied to a large 
number of our people. The cities in the state, 
through their health departments, are making avail- 
able to their people at least some of the protective 
health measures. The towns, on the other hand, are 
doing little in the way of modern health protection. 
Consequently, our study was confined to the towns 
of the state, and our recommendations apply only 
to the towns, on the premise that we should start 
where the need is greatest. 

In assessing the present status of local public 
health services in the towns of Rhode Island, we 
accepted as a yardstick the following “basic mini- 
mum services” which the U. S. Public Health Serv- 
ice and the American Public Health Association 
recommend be provided by a local health depart- 
ment: 


1. The Control of Communicable Disease 
Perform the necessary activities for the control 


THE COMMISSION 
Henri E. Gauthier, M.D., of Woonsocket, Chairman 
Freeman B. Agnelli, M.D., of Westerly, 

Vice-Chairman 
Mrs. Frank R. Lapan, of Pawtucket, Secretary 
James C. Callahan, M.D., of Newport 
Mr. Ezekiel Cardozo, of Cumberland 
Mrs. Harold F. Jones, of Smithfield 
Whitman Merrill M.D., of Coventry 
Charles E. Millard, M.D., of Warren 
Gertrude Sturges, M.D., of Wakefield 


George A. Kenny, M.P.H., of Warwick, 
Assistant to the Commission 


of communicable and preventable diseases such as 
tuberculosis, venereal diseases and communicable 
childhood illnesses. 


2. Maternal and Child Health Services 
Supervise the health of the mother and child 
from pregnancy through the child’s school years. 
Maintain a check on remediable defects in chil- 
dren’s eyes, hearing, teeth, nutrition and posture, 
and provide for their correction, preferably through 
existing community facilities. 


3. Public Health Laboratory Facilities 
Provide a public health laboratory service both 
to carry out the work Of the health officer and to 
assist local practicing doctors in diagnosis and 
treatment. 


4. Environmental Sanitation 
Provide pure water, milk and food and maintain 
standards for healthful housing, working condi- 
tions, proper sewage disposal, and safety in home, 
school and shop. 


5. Health Education 
Maintain a program for community education 
and information on public health. 


6. Vital Statistics 
Record births, deaths and sickness and make 
records available for use in planning community 
health programs. 


7. Prevention of Chronic Diseases 

Seek to determine the cause and means of con- 
trolling chronic diseases existing in the community, 
and teach healthful living so they may be avoided. 

In discussing methods of financing local public 
health services, the Commission was guided by the 
recommendation of the American Public Health 
Association. This Association has recommended a 
minimum annual expenditure of $1.50 per capita. 
Such an expenditure would make possible provision 
of the basic minimum public health services re- 
ferred to above. 

Reviewing the results of previous studies, and 
calling upon our own observations and experiences, 
we agreed that the towns are not now providing the 
recommended basic minimum services. 
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Believing in the adage that, within limits, “you 
get what you pay for,” we requested the budget 
office of the Department of Administration to sup- 
ply us with data on expenditures by the towns for 
public health. The table below outlines this data. 


Health 
Population Expenditures Per 
Northern District 1950 1952 Capita 
Burrillville 8,774 $1,500.00 17 
Cumberland ccc 12,842 8,696.69 67 
2,682 500.00 18 
Johnston ...... 1,080.00 08 
North Providence ..... 13,927 1,000.00 07 
North Smithfield ........ 5,726 5,529.50 .96 
Scituate .... ~§905 200.00 05 
Smithfield 6,690 2,000.00 30 
80,171 21,806.19 .27 
Southern District 
Charlestown 1,598 37 
COVERY 9,869 07 
East Greenwich.......... 4,923 10 
North Kingstown ..... 14,810 2,529.50 17 
South Kingstown. ..... 10,148 4,000.00 39 
Richmond 1,772 600.00 34 
Westerly 3,246.70 26 
West Greenwich ....... 
West Warwick ......... 19,096 6,023.12 a 
85,345" 18,413.66 
Southeast District 
Barrington . 8,246 4,275.10 
Bristol 4,885.83 39 
East Providence ........ 35,871 20,506.74 57 
Little Compton ............ 1,556 1,500.00 .96 
Middletown 7,382 3,860.00 
New Shoreham ......... 732 1,199.69 1.64 
Portsmouth 5,827.74 88 
Tiverton. ........ 3,000.00 05 
647.43 08 
86,857 45,702.53 


While the table shows considerable variation 
from town to town in financing health programs 
throughout the state, the average per capita ex- 
penditure in 1952 was 33¢, far below the recom- 
mended $1.50 per capita figure necessary to pro- 
vide minimum services. 

The state expenditures in 1952 were 54.8¢ per 
capita for the Northern District; 51.2 per capita 
for the Southern District ; and 42.1 per capita for 
the Southeastern District. But here again, the com- 
bined expenditures of the State and the towns fell 
below the recommended minimum. 

In an endeavor to get specific information on 
how this money was spent by the towns, we re- 
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quested each town council president to provide us 
with an itemized breakdown of the town’s public 
health budget for the most recent fiscal year. The 
itemized lists sent to us indicate clearly that the 
towns are not providing the basic minimum serv- 
ices. The responses from the towns also indicate 
some confusion as to the activities which should be 
included in public health services. In the various 
public health budgets as reported by the towns, 
there are included such items as: employee Blue 
Cross and Physicians Service ; salary of police sur- 
geon ; salary of town physician ; garbage and refuse 
disposal ; dump rental ; ambulance service ; general 
public assistance; and many other extraneous 
items, considered by the towns to be proper public 
health expenditures. 

Perhaps the best available analysis of actual pub- 


lic health expenditures by the towns, is found in a 
continued on next page 


February 17, 1954 


Honorable Dennis J. Roberts, Governor 

State of Rhode Island and Providence 
Plantations 

State House 

Providence 2, Rhode Island 


Dear Governor Roberts: 

I have the honor to transmit to you here- 
with the report of the Special Commission to 
Study Local Public Health Services. 

Acting upon the charge given to us, and as 
a result of our studies, we have recommended 
methods which we firmly believe would assist 
greatly in improving, strengthening and ex- 
panding local public health services in Rhode 
Island. We have also suggested a method of 
financing these services. 

While we recognize that if our recommen- 
dations are favorably acted upon, there will 
be need for more adequate physical facilities 
in the proposed districts, we made no recom- 
mendations in this regard. We felt that the 
question of improving present quarters or of 
establishing any new locations should be de- 
cided by the state and the towns in each 
district. 

The proposals that we have made involve 
a new town to town and state to town rela- 
tionship. We are confident that these pro- 
posals merit the careful consideration of 
every citizen of the State. We bespeak your 
full cooperation in interpreting to the people 
of Rhode Island our recommendations to im- 
prove local public health services. 


Very sincerely yours, 
HENRI E. GAUTHIER, M.D., Chairman 
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Supplied: 

Scored tablets in bottles of 50. 
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in bottles of 500. 


%* TRADEMARK, REG. U. S. PAT. OFF. 


‘Upjohn 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


RHODE ISLAND MEDICAL JOURNAL 


report compiled by the Rhode Island Public Ex- 
penditure Council. The following table lists such 
expenditures for fiscal years ending in 1952 show- 
ing per capita expenditures by each town. 


Health 
Expenditures* Per 
Northern District 1952 Capita 
Burrillville 123.00 014 
Cumberland 4,005.45 ant 
Foster 830.00 509 
Glocester 14.75 005 
Johnston 1,740.00 136 
Lincoln 450.00 .039 
North Providence 400.25 021 
North Southfield 75.00 013 
Scituate 169.50 043 
Smithfield 2,063.18 
9,871.13 123 
Southern District 
Charlestown 364.50 228 
Coventry 275.00 027 
Exeter 31.00 016 
Jamestown 2,326.03 1.124 
Narragansett 2,620.00 1.145 
North Kingstown .. 2,529.50 . AZ 
South Kingstown 1,400.00 137 
Richmond 2.50 001 
West Warwitle 6,023.32 315 
18,851.80 we 
Southeast District 
Barrington 2,600.00 315 
Bristol 1,693.08 
Teast Providence: 7,110.33 198 
Middletown 3,860.00 516 
New: Shoreham) 1,372.80 1.875 
Portsmouth 5,827.74 885 
Tiverton 980.50 173 
Warren 1,169.93 137 
24,614.38 283 


*From Your Tax Do tar, R. I. Public Expenditure Coun- 
cil, December, 1953. 


While all of the figures vary, depending upon 
their source, one fact stands out boldly : the amount 
of money being spent for local public health serv- 
ices is woefully small. 


In view of what we consider to be definite in- 
adequacy, we recommend that steps be taken imme- 
diately to improve, strengthen, and expand local 
public health services in the towns of Rhode Island. 
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How Can Our First Recommendation 
Be Implemented? 


We know that, at the present time, there is avail- 
able a vast fund of knowledge and skills for the 
prevention of ill health. At the same time there is 
a wide gap between this fund of knowledge and 
these skills and their application by our people to 
their everyday activities. 

In many places throughout the country it has 
been demonstrated that the newer knowledge and 
the specialized skills for the prevention of disease 
can be made more readily available to greater num- 
bers of people through an active, well-staffed local 
health department. Such a local health department, 
in close contact with the people, can contribute 
much to the attainment of optimum community 
health. 

The health officer, with his nurses and sanita- 
rians, and other members of his staff, can help to 
develop a program which meets the needs of the 
people in his district. He and his staff can help to 
develop a well-rounded program for the protection 
of mothers and babies; for the control of com- 
municable diseases, for the provision of a healthful 
environment ; to facilitate laboratory diagnosis ; to 
collect, study, analyze, and use vital records; and 
most important of all to develop and carry on a 
vigorous program of information and health educa- 
tion. The health officer can go further and help to 
set up programs for the control of some types of 
heart diseases, cancer, diabetes, nutritional dis- 
orders, programs designed to reduce accidents and 
to improve housing. 

The staff could cooperate with school officials, 
offering advice and guidance in strengthening the 
school health program. There could be joint plan- 
ning with voluntary agencies active in specialized 
areas of public health. The health officer could en- 
list the support of the medical and allied professions 
for the development of a total health program. 
Such a total health program would not only be of 
great benefit to the community during ordinary 
times but would provide the machinery for imme- 
diate action to cope with atomic, chemical or bio- 
logical warfare ; and to direct community activities 
in the event of disaster such as flood, tornado, hur- 
ricane or epidemic. 

For advice and assistance on highly technical 
problems the local health officer can call upon spe- 
cialists at the state level. 

In Rhode Island, we have found that this added 
health protection, in the form of prevention and 
preparedness, afforded by local health services is 
denied to many who reside in our towns. The rea- 
son for this is quite simple and- easily understand- 
able. No town, by itself, can afford a fully staffed 


health department. Even if it could, it would be 
continued on next page 
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in refractory or 


relapsing cases 
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economically unwise for any one of our towns to 
attempt such a thing by itself. This however, does 
not mean that nothing can ever be done about the 
problem, that we have reached a perpetual stale- 
mate, or that there is no practical or desirable 
solution. 

One obvious solution would be to have neighbor- 
ing towns join together to form health districts of 
such size and of such population as to make it 
financially feasible to set up a full time health de- 
partment. This has been done in many sections of 
the country, to the mutual advantage of the towns 
concerned. Twenty-five years ago legislation was 
enacted permitting towns in Rhode Island to join 
together for this purpose (Chapter 1185, Public 
Laws 1928). However, the years have passed with 
nothing ever being done ; to this date no towns have 
taken advantage of this permissive legislation. 

In view of this we propose an alternative to the 
purely voluntary union of towns. With a sincere 
desire to make available to all of our people the 
opportunity to attain and enjoy the best possible 
health, and yet to have the state not extend itself 
further into what all sides recognize as a function 
best conducted at the local level, the following 
recommendations are submitted. 

We recommend that the state maintain the public 
health services it is now providing ; that it continue 
to carry on substantially the same services presently 
conducted in the cities ; but that a program be in- 
augurated to strengthen and to expand the services 
available to those towns in which the individual 
establishment of public health programs would be 
economically unwise. To this end it is proposed 
that the state substantially decentralize the admin- 
istration of its local public health services to the 
existing district units of the Department of Health, 
which districts shall comprise only towns. These 
units, if converted into district health departments, 
would provide the initial step whereby at least the 
minimum local public health services could be made 
available to all the people of the towns involved. 

We recommend the establishment of the follow- 
ing three Local Health Districts: 


Northern District Population 1950 


Burrillville 8,774 
Cumberland 12,842 
Foster 1,630 
Glocester 2,682 
Johnston 12720 
Lincoln 11,270 
North Providence 13,927 
North Smithfield 5,726 
Scituate » 3,905 
Smithfield 6,690 

80,171 
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Southern District 


Charlestown 1,598 
Coventry 9,869 
East Greenwich 4,923 
Exeter 1,870 
Hopkinton 3,676 
Jamestown 2,068 
Narragansett 2,288 
North Kingstown 14,810 
South Kingstown 10,148 
Richmond 1,772 
Westerly 12,380 
West Greenwich 847 
West Warwick 19,096 
85,345 
Southeast District 
Barrington 8,246 
Bristol 12,320 
East Providence 35,871 
Little Compton 1,556 
Middletown 7,382 
New Shoreham 732 
Portsmouth 6,578 
Tiverton 5,659 
Warren 8,513 
86,857 


These districts would have population groups of 
sufficient size to provide financial support for full 
time public health services. 

Experience has repeatedly shown that the most 
effective programs for the protection of the public’s 
health are those which are planned and carried out 
at the local level. The present district units of the 
State Department of Health are in reality branch 
offices of the department. They do not provide 
direct public health services for all of the towns in 
the districts, nor under the present arrangement 
should they be expected to. On the other hand, each 
town is carrying on only a rudimentary program. 
By combining resources, the problem can be solved. 

Under the present proposal, each town in the dis- 
trict would contribute on a per capita basis and the 
state would render additional assistance under a 
matching formula for the financial support of an 
expanded and strengthened District Health De- 
partment. Such a department would be able to plan 
and execute a program designed to meet the health 
needs of the component towns. 

To bring to the proposed District Department 
the viewpoint and the suggestions of each town, 
we recommend that there be established a District 
Health Council and a District Advisory Council, 
in the following way : 

Each Town Council elect to a District Health 

Council as many members as they now have Rep- 

resentatives in the General Assembly. These 

persons should be chosen with due regard to their 


knowledge of and interest in public health. 
continued on page 218 
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LOCAL PUBLIC HEALTH SERVICES 

IN RHODE ISLAND 

continued from page 216 
This larger district council should name a five 
member Advisory Council to work directly with 
the district health officer and to bring to him the 
thinking of the larger representative group. 
The advisory council should be composed of a 
doctor of medicine, a clergyman, a lawyer, a 
person with knowledge of sanitary science and 
a layman. Both councils should have proper or- 
ganization and adopt rules of procedure. 


Council members from the component towns 
would help to plan a balanced district-wide pro- 
gram to protect the health interests of the district. 
The planning would be based upon local needs and 
local resources, and would coordinate with the pro- 
grams in the other districts. 

Every man, woman, and child in Rhode Island 
should have the opportunity to attain and enjoy 
health to the fullest degree of which they them- 
selves are capable. Unfortunately, the people of 
our towns cannot alone provide themselves with 
the advantages of a full-time public health service, 
because of the relative cost. The state, on the other 
hand, cannot by itself supply the necessary services 
to the towns, nor would such a plan be desirable. 
For an effective program, there must be local par- 
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ticipation, both in the form of financial assistance, 
and in assistance in planning. 

The state already has the nucleus of a district 
health department set up in each of the proposed 
areas. To allow expansion of this present staff to 
the recommended quantity, we recommend financial 
contributions from the towns plus matching aid 
from the state. Participation by the towns in plan- 
ning, through the proposed District Council and 
Advisory Council would help to insure programs 
of the recommended quality. 


How Much Would It Cost? 


To provide itself with a fairly well-rounded 
public health program, the American Public Health 
Association recommends that a community or a 
grouping of communities should expend annually a 
minimum of $1.50 per capita. According to the 
highest estimates given to us, Rhode Island towns 
are currently spending an average of 33 cents per 
capita. This, however, is a considerably distorted 
figure. In one of the three public health districts 
the towns reported spending an average of 51 cents 
per capita; in auother they reported spending an 
average of 27 cents per capita ; and in the third the 
reported average expenditure is only 21 cents per 
capita. While these expenditures are considerably 
bolstered by state activities, the combined effort of 
both the state and the towns is far below the mini- 
mum requirement. This is precisely the reason why 
this commission proposes that the towns be invited 
to actively participate in a mutual effort to establish 
to their own advantage—both health and economic 
—a well-rounded public health program. 


The three districts in which expanded programs 
are proposed have populations ranging between 
80,000 and 87,000. A basic public health program 
for groupings of this size would demand full-time 
staffs composed as follows: 


1 Medical officer 

2 Supervising nurses 
16 Public health staff nurses 

3 Sanitarians 

3 Senior clerk-stenographers 
1 Health educator 


In our proposal the State Department of Health 
would distribute its public health staff nurses, its 
supervising nurses, and its clerical workers as 
equally as possible throughout the three districts. 
Furthermore, because it is anticipated that under 
the proposed organization there will be a high level 
of district autonomy and with it greater opportu- 
nities for district planning and programming of 
public health work, the Department of Health 
would decentralize as far as possible its sanitarian 
services staff. However, even with the department 


taking such steps to implement the proposal, there 
concluded on page 220 
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you can help 
your 
more rapidly 


Beattie! administered ‘Dexedrine’ to 
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convalescence.”’ Some of his other 
comments: Patients on ‘Dexedrine’ 
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easier to nurse” than control cases. 

Other physicians are duplicating Beattie’s 
results by using ‘Dexedrine’ as an integral 
part of the postoperative routine. 
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LOCAL PUBLIC HEALTH SERVICES 
IN RHODE ISLAND 
concluded from page 218 
would still remain, with some variation, a need in 
each district for additional staff to approximately 
this extent : 
1 Supervising nurse 
10 Public health staff nurses 
1 Sanitarian 
1 Senior clerk-stenographer 
1 Health educator 

The estimated first year cost for the additional 
staff required and the concomitant increased oper- 
ating expenses would be $46,700 for the Northern 
District, $43,600 for the Southern District, and 
$44,100 for the Southeastern District. There are 
undoubtedly many possible ways of meeting these 
costs ; however, it is recommended that a convenient 
first step would be for the towns involved to release 
for the financing of their respective district health 
programs their share of the tax on the manufacture 
of alcoholic beverages. This particular financial 
source has been chosen for two reasons: (1) its 
distribution is on a per capita basis, and (2) con- 
sidering that thirty-two towns are involved, the 
amount of money that would be released, $60,000, 
would not be relatively large, particularly in view 
of the fact that the initial cost of the proposal is 
set at $134,400. 

If the towns are willing to assume in part, by the 
method suggested above, the responsibility of estab- 
lishing adequate health programs, it is further 
recommended that the state assist them the rest of 
the way in establishing programs to meet their 
needs. With the towns assigning their share of the 
“beer tax” toward the financing of the programs, 
there would still be need of additional funds in each 
district. To meet this need, it is recommended that 
the towns distribute the costs among themselves on 
a per capita basis, with the state assuming, by 
matching funds, 40% of the costs. 

To summarize the suggested method of financing 
the district departments of health: 

a) The state will continue to expend what it is 

now spending in the district units. 

b) Each town will earmark for health its share 
of the tax on the manufacture of alcoholic 
beverages. 

c) The remainder of the money needed will be 
supplied as follows : 60% by the towns (ona 
per capita basis), 40% by the state. 

Present estimates indicate that in such a plan, the 
state will be assuming a little more than one-half of 
the financial responsibility for the proposed district 
health departments. Thus, the towns, for about 
114¢ per person per week, can have all the advan- 
tages of a modern public health service. Truly 
“So Much For So Little.” 
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Major Recommendations 


1. WE RECOMMEND that the towns in the 
state join together to form the three proposed dis- 
tricts. Such union of towns is permitted by Chapter 
1185, Public Laws of 1928. 


II. WE RECOMMEND that the present dis- 
trict units of the Rhode Island Department of 
Health be converted to district health departments, 
using the present staff of each unit as a basis for 
expansion to recommended size. 


III. WE RECOMMEND financial assistance 
from the towns, with contributions from the state 
on a matching formula, to provide for expansion 
of staff to the strength recommended by public 
health authorities to serve the proposed population 
groups. 


IV. WE RECOMMEND revision of the job 
specification for district health officer to include the 
following : 

a) Special training and experience in public 

health administration. 

b) Specific provision prohibiting D.H.O. from 

engaging in the private practice of medicine. 


c) Establishing the minimum salary at $10,000 
per annum. 


V. WE RECOMMEND that the legislation 
necessary to permit the state to enter into this co- 
operative venture with the towns be prepared and 
introduced in the 1954 session of the General 
Assembly. 


VI. WE FURTHER RECOMMEND that 
before the towns be asked to unite, with themselves 
and with the state, for the provision of better pub- 
lic health services, the state provide an intensive 
informational and educational program in an effort 
to secure the understanding cooperation of all the 
townspeople involved. Without this understanding 
cooperation we fear that the plan, well-conceived 
and well presented, may fail of execution and that 
our people, through misunderstanding, will con- 
tinue to be deprived of modern protective health 
services. 
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For truly healthful sleeping comfort, Sealy has created 
an entirely new mattress, designed in cooperation 
with leading Orthopedic surgeons. The patented 
Posturepedic coil, “heart” of Sealy’s superior support, 
aids true spine-on-a-line sleeping posture. See the 
completely different Sealy Posturepedic today. 
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fessional discount which is offered on the 
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14TH ANNUAL CONGRESS ON INDUSTRIAL HEALTH 


Held at Louisville, Kentucky, February 24-25, 1954 


Report of STANLEY SPRAGUE, M.D., Delegate 
from the Rhode Island Medical Society 


FOURTEENTH annual Congress on Industrial 
Health, sponsored by the Council on Industrial 
Health of the American Medical Association, was 
held at Louisville, Kentucky, on February 24 and 
25. Physicians, management representatives and 
labor leaders who attended the Congress were par- 
ticularly rewarded with excellent presentations on 
the maintenance of the health of factory and white- 
collar workers. 

On the day previous to the opening of the Con- 
gress a meeting of state delegates was held at which 
Dr. William P. Shepard, of the Metropolitan Life 
Insurance Company, presided. Doctor Shepard 
stressed the need for adequate medical programs to 
be established in industry with the aid of physicians 
in order to counteract directional attitudes of other 
groups not as well informed of the problems. He 
cited the importance of active industrial health com- 
mittees in the various state societies. 

Citing understanding and cooperation as major 
points in bringing about successful in-plant pro- 
grams, Leo Brown, director of public relations for 
the American Medical Association, held that it is a 
joint responsibility of medicine and management to 
preserve the health of the worker. He urged the 
development of voluntary insurance programs, of 
rehabilitation of the injured, and-a survey of the 
needs of the indigent population to see that tax 
funds are distributed in a proper manner as regards 
maintenance of medical services. 


R. I. INDUSTRIAL MEDICAL 
ASSOCIATION 


Officers 1953 - 1954 
President—Thomas A. Egan, M.D. 
Vice-President—Joseph C. Johnston, M.D. 
Treasurer—Robert T. Henry, M.D. 
Secretary—Paul J. Rozzero, M.D. 


Board of Directors 
Remington Capwell, M.D. 
Benjamin F. Tefft, M.D. 
Thomas J. Dolan, M.D. 
John J. Donnelly, M.D. 


Other papers were presented by Dr. E. S. Jones, 
of Indiana, on “Guiding Principles for the Physi- 
cian in Industry,” by Dr. Carey McCord of Michi- 
gan, on “The Physician in the Courtroom,” and by 
Dr. Leonard Arling, of Minnesota, on “Setting up 
a Regional Health Conference.” 

The opening general session of the Congress was 
addressed by Dr. Robert A. Kehoe, director of the 
department of preventive medicine and industrial 
health at the University of Cincinnati College of 
Medicine. Doctor Kehoe, speaking on “Industry 
and Medicine—Partners in Health,” stated that 
sound economy means “share in wages, good living 
conditions, good and proper food, education, special 
training, cultivation of arts and sciences, and good 
health.” In his opinion “industry must provide the 
means for all these commodities,’ and medicine 
must help to keep the health of the general popula- 
tion—which is a producing population—at a high 
level. 

Stating that if the present knowledge could be 
effectively utilized occupational diseases could be 
minimized and accidents could be eliminated, Doc- 
tor Kehoe also urged exploration of ways to use the 
partially disabled in employed industry. He urged 
his listeners to apply preventive medicine to indus- 
try in the years ahead, supporting their health pro- 
grams by increased professional study and re- 
search, 

Highlighting a panel on “Stress and Success— 
A Medico-Social Problem of Modern American 
Life,” was the listing by Dr. Edward L. Bortz, 
chief of medicine at the Lankenau Hospital in 
Philadelphia, and a former AMA president, of ten 
health needs for the aging: nutrition, elimination, 
rest, recreation, preservation of a sense of humor, 
avoidance of anger, hate and jealousy, companion- 
ship, maintenance of a sense of pride in one’s job, 
participation in community affairs, and the keeping 
of an open mind. He recommended long range re- 
search in nutrition, investigation of the wear and 
tear of work, the encouragement of loyalty by mu- 
tual respects, emphasis by organized labor unions 
of achievement for their personnel rather than the 
present attitude of get! get! get! and the need of 
a superior motive to be held by the worker. 

Dr. Frank Dickinson, director of the AMA’s 
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bureau of medical economic research, reported that 
improvements in medical service have greatly in- 
creased the economic value of industrial workers. 
“In 1900,” he stated, “perhaps one-half of the in- 
dustrial workers 20 years of age could expect to 
live to the age of 65. Now, more than four-fifths 
of them are destined to reach that retirement 
period.” 

Three members of the medical department of the 
E. I. duPont de Nemours & Co., of Wilmington, 
Delaware, related the preventive medicine program 
that is being carried out in some of the company’s 
100 plants and laboratories. This presentation in- 
cluded methods of handling mental and alcoholic 
problems. Another panel group discussed the in- 
dustrial implications of emphysema, including the 
clinical aspects, pathologic physiology, histopathol- 
ogy, radiography and therapy. 

Of particular interest to many physicians in at- 
tendance at the Congress was the morning panel 
discussion on the second day relating to the diffi- 
culties faced by small plant operators in providing 
medical care for small groups of workers. It was 
brought out in this presentation that the problems 
can be, and are gradually being solved. 

The scientific programs were concluded with a 
joint session with the Council on National Emer- 
gency Medical Service to explore what safeguards 
might be developed if major disaster strikes, 
whether it is due to atomic bombing, bacterial, 
chemical or psychological warfare. 

In the opinion of your delegate, the meeting was 
a better one than the Congress of a year ago, al- 
though two things in last year’s report failed to be 
reported to the delegates, namely, the topic of 
absenteeism for which a committee was formed a 
year ago, and the activity of the committee on in- 
dustrial dermatology in which there is much in- 
terest. 

The annual dinner was featured by the presenta- 
tion of the Presidential Award of 1953 to Dr. 
Frank H. Krusen of Rochester, Minnesota, for his 
contributions to the employment welfare of the 
handicapped. In response Doctor Krusen said that 
“proper restoration of handicapped persons de- 
pends on three things: (1) appropriate, definitive 
treatment and physical rehabilitation in the hos- 
pital; (2) proper vocational rehabilitation, and 
(3) well-established programs for employment of 
the handicapped.” The dinner speaker, Dr. Donald 
Covalt of New York, clinical director of the Insti- 
tute of Physical Medicine and Rehabilitation at the 
New York University-Bellevue Medical Center, 
gave a dramatic demonstration of results of the 
Institute's program. Five patients, four of them 
with serious paralysis as the result of accidents, 
were presented as examples of persons who had 
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been made self-sufficient after having been helpless 
for long periods of time. 

The Council on Industrial Health announced that 
Dr. William P. Shepard, second vice-president, 
health and welfare division of the Metropolitan 
Life Insurance Company, had been elected chair- 
man of the council to succeed Dr. Anthony J. 
Lanza. Two new members of the Council were also 
elected—Dr. Lemuel C. McGee of Wilmington, 
Delaware, and Dr. Charles F. Shook, of Toledo, 
Ohio. 
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RHODE ISLAND MEDICAL JOURNAL 


PHYSICIANS SERVICE— ANNUAL REPORT OF. TREASURER, 1953 


HE FINANCIAL REPORT of the Rhode Island 
Medical Society Physicians Service for the year 
1953, as submitted by Ward, Fisher & Company, 
auditors, is as follows: 
We have made an examination of the financial 
records of the Rhode Island Medical Society Phy- 
sicians Service for the year ended December 31, 
1953. 
The results of our examination are presented in 
the following exhibits forming a part of this report: 
Exhibit A — Balance Sheet, December 31, 1953 
Exhibit B — Statement of income, Year ended 
December 31, 1953 

Schedule A-1—United States government bonds 
and notes, December 31, 1953 

Schedule A-2—Statutory reserve for contingen- 
cies, year ended December 31, 1953 

Schedule A-3 — Reserve for surgical and medi- 
cal expenses, year ended December 31, 1953 

The following comments pertaining to certain 
items in the attached statements are furnished for 
your further information : 


Cash in Banks 
Cash on deposit in banks was verified by direct 
correspondence with the depositaries. 


Accounts Receivable — 
Hospital Service Corporation of Rhode Island 
Accounts collected by the Hospital Service Cor- 
poration for account of Physicians Service for the 
month of December totaled $326,718.56. 


Accounts Receivable — Subscriptions 
This item represents subscriptions due and 
earned. 


Invested Funds 
United States Government bonds and notes are 
listed on schedule A-1, and were verified by corre- 
spondence with the depositary, the Providence 
Union National Bank. Market values at December 
31, 1953, were greater than book values by the 
amount of $3,495.09. 


Accounts Payable 
At December 31, 1953, the Physicians Service 
was indebted to the Hospital Service Corporation 
in the amount of $21,543.86 for operating expenses 


for the month of December. U:nder the Joint Oper- 
ations Agreement, operating expenses for both 
services are paid by the Hospital Service Corpora- 
tion and the allocation of such expenses to Physi- 
cians Service is made monthly on a basis of per- 
centage of number of contracts in force for each 
plan at the end of each month. All such calculations 
have been verified by us. 

Accounts payable of $268,336.50 for surgical 
and medical services rendered prior to January 1, 
1953 were verified by reference to vouchers paid 
in January 1954. 


Accrued Surgical and Medical Expenses 
This item represents estimates of the liability for 
patients admitted prior to January 1, 1954, for 
whom service reports had not been received. Com- 

putation of the accrual was reviewed by us. 


Accrued Maternity Benefits 
In accordance with recommendation of the 
Insurance Commissioner, provision has been made 
for accrued maternity benefits equal to such bene- 
fits paid during the previous nine months. 


Unearned Subscriptions 
Calculations of unearned subscriptions allocable 
to future periods were verified. 


Reserve for Surgical and Medical Expenses 

Details of the items affecting this account for the 
period under examination are reflected in exhibit 
B and schedule A-2, 


Reserve for Contingencies 

As a result of their examination for the year 
1952, the Insurance Commissioner recommended 
that the statutory reserve be fixed at the amount of 
$300,000.00, subject to such future revision as the 
Commissioner may deem proper. On the basis of 
providing additions to the reserve equal to 5% of 
earned subscriptions, the amount of $300,000.00 
was reached in April 1953. 


General 
Exhibit B reflects the income for the period 
under examination, its allocation, and the various 
operating expenses. 
Our examination was made in accordance with 


generally accepted auditing standards applicable 
continued on page 226 
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Your Patients Should Told— 
PHYSICIANS SERVICE 


is not “just another insurance company” 
.- It was organized by and is supported by 


the active participation of the medical 
profession of Rhode Island. 


.- It is a non-profit community service or- 
ganization through which people may 
prepay for services to be provided in the 
future. 


.- It provides a Service Benefit program for 
persons in the lower income brackets. 


..- It offers continuous coverage regardless 
of changes in employment or in type of 
location of work or residence. 


.-It enrolls participating physicians who 
agree to accept indemnities listed for 
persons in the lower income brackets, 
and it makes payment directly to such 
physicians. 

.- It provides indemnity for the surgical 
assistant and the anesthetist — one of the 


few programs in the country offering this 
coverage. 


THAT’S WHY THE NATION’S FASTEST 
GROWING VOLUNTARY SURGICAL-MEDICAL IS 


The Rhode Island Medical Society Physicians Service : 
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PHYSICIANS SERVICE—ANNUAL REPORT 
continued from page 224 


in the circumstances and included all procedures _ sicians Service at December 31, 1953, and the re- 
which we considered necessary. sults of its operations for the year then ended, in 
conformity with generally accepted accounting 
principles consistently applied. 


Substantial tests were made in verification of 
receipts and disbursements. 

In our opinion, the accompanying balance sheet Respectfully submitted, 
and related statement of income present fairly the Warp, FisHer & Company 
position of the Rhode Island Medical Society Phy- Certified Public Accountants 


RHODE ISLAND MEDICAL SOCIETY PHYSICIANS SERVICE 
Exhibit A 
3ALANCE SHEET — DECEMBER 31, 1953 


ASSETS 
CURRENT ASSETS: 
Cash in banks $324,598.80 
Accounts receivable, subscriptions 1,711.59 
Accounts receivable from Hospital Service Corporation of Rhode Island o....cccccooccmconnenene 326,718.56 $ 653,028.95 


896,504.91 


UNITED STATES GOVERNMENT BONDS AND NOTES—schedule A-1 


TOTAL ASSET 


$1,549,533.86 


LIABILITIES AND RESERVES 


CURRENT LIABILITIES: 
Accounts payable : 


Surgical and medical services $268,336.50 
Hospital Service Corporation of Rhode Island 21,543.86 
Accrued surgical and medical expenses ; 260,292.25 


Accrued maternity benefits $ 937,542.61 


387,370.00 


DEFERRED INCOME: 
Unearned subscriptions 162,336.95 


RESERVES: 
Statutory reserve for contingencies—schedule A-2 $300,000.00 
Reserve for surgical and medical expenses—schedule A-3 149,654.30 449,654.30 


TOTAL LIABILITIES AND RESERVES $1,549,533.86 


Exhibit B 
STATEMENT OF INCOME — YEAR ENDED DECEMBER 31, 1953 


INCOME: 
Earned subscriptions ............ $3,345,928.81 
Interest on invested funds 16,622.71 


TOTAL INCOME $3,362,551.52 
SURGICAL AND MEDICAL EXPENSES: 
Participating physicians $2,486,094.49 


Non-participating physicians 


498,221.01 $2,984,315.50 


OPERATING EXPENSES: 
Allocation of expenses by Hospital Service Corporation, under operating 


Other expenses paid direct by Physicians Service: 

Auditing and Executive Secretary expense 6,801.00 

Directors’ meetings : 393.30 

Insurance and bonding 375.00 

Publicity 330.00 


TOTAL EXPENSES 
concluded on page 228 
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COUNCIL ON 
FOODS AND 
NUTRITION 
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PHENIX AVE. OAKLAWN, R.I. 


Recommend Vitamin D 


Certified Milk 


We have been recognized and approved by the American Association of 
Medical Milk Commissions, Incorporated as the Rhode Island dairy farm 
to produce and distribute Vitamin D Certified Milk under the direct and 
local supervision of the Milk Commission of the Providence Medical 
Association. 


Every quart of Hillside Farms Vitamin D Certified Milk contains at least 
400 U S P units of Vitamin D. 
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PHYSICIANS SERVICE — ANNUAL REPORT 
concluded from page 226 


NET INCOME BEFORE RESERVE ALLOCATIONS, 


YEAR ENDED DECEMBER 31, 1953 $ 167,924.42 


TRANSFERS TO RESERVES: 
Accrued for maternity benefits........ $ 85,352.00 
46,753.92 


Statutory reserve for contingencies 
Surgical and medical reserve 35,818.50 $ 167,924.42 


Schedule A-1 


UNITED STATES GOVERNMENT BONDS AND NOTES — DECEMBER 31, 1953 


Estimated 


Rate Maturity Par Value Book Value Market 
UNITED STATES TREASURY BONDS Value 


2% June 15,1962-67 $100,000.00 $ 98,726.57 $ 97,000.00 
2% Mar. 15, 1956-58 100,000.00 100,500.00 101,000.00 
2% Dec.15, 1958 100,000.00 100,040.04 101,000.00 
2 June 15, 1954 200,000.00 199,628.91 200,000.00 


UNITED STATES TREASURY NOTES 
Dec. 15, 1955 $100,000.00 $ 99,000.01 $100,000.00 
Mar. 15, 1955 100,000.00 98,617.19 100,000.00 


UNITED STATES CERTIFICATES OF INDEBTEDNESS 
Sept. 15, 1954 $200,000.00 $199,992.19 $202,000.00 


$900,000.00 $896,504.91 $901,000.00 


Schedule A-2 
STATUTORY RESERVES FOR CONTINGENCIES — 
YEAR ENDED DECEMBER 31, 1953 
STATUTORY RESERVE FOR CONTINGENCIES, JANUARY 1, 1953 $253,246.08 


Add: 
Allocation of income for the year ended December 31, 1953 46,753.92 


STATUTORY RESERVE FOR CONTINGENCIES, DECEMBER 31, 1953 $300,000.00 


Schedule A-3 
RESERVES FOR SURGICAL AND MEDICAL EXPENSES — 
YEAR ENDED DECEMBER 31, 1953 


RESERVE BALANCE, JANUARY 1, 1953 


Add: 
Net operating income after allocation to other reserves, for the year ended December 31, 1953 35,818.50 


$113,835.80 


RESERVE FOR SURGICAL AND MEDICAL EXPENSES, DECEMBER 31, 1953 


Respectfully submitted, 
Cuartes J. ASHWORTH, M.D., Treasurey 
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